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and the gift they’ll always remember 


It’s the Midland Bank Gift Cheque—and that is the only 
cheque that really graces the occasion, the only cheque to 
carry a personal, permanent message of goodwill that will 
be treasured long after the money itself is spent. Anyone 
can buy Midland Bank Gift Cheques at any branch of the 
Midland Bank for the small sum of 1/- (plus the amount 
you want to give). A leaflet describing this colourful new 
banking service is yours for the asking at branches or by 
post from the address below. 


With Best Wishes 
Your Future Happiness 
treddie 
Gant 


To mark the occasion, give 
MIDLAND BANK GIFT 
CH 


Gift Cheques for Birthdapa, 


MIDLAND BANK LIMITED + HEAD OFFICE: POULTRY, LONDON, £.C.2 


The Organisers of the London Medical Exhibition present their annual 
regional Medical Exhibition 


GLASGOW 
MEDICAL EXHIBITION 
MeLellan Galleries, 
Sauchiehall Street, Glasgew 


April 29th to May 3rd, 1957 


Open daily from 11 a.m, to 6.30 p.m. 
(8 p.m. on Tuesday, 30th April) 

For professional men in Scotland this exhibition will provide an eveni 
of more than usual medical interest and - On Monday, 
April 29th, at 11.39 a.m., the Exhibition will be officially opened 
by Professor Stanley Alstead, M.D., F.R.C.P., F.R.F.P.S.Glas., 
Regius Professor of Materia Medica and Therapeutics, Glasgow 
University. 
The very wide range of exhibits by many leading British firms will 
include ethical medical preparations, surgical instruments, medical 
equipment, books, hospital equipment, etc., and will demonstrate 
the latest developments in medical practice. There will be daily 
performances of films selected for their exceptional medical interest, 
and facilities will be provided on the premises for obtaining light 
meals and refreshments. Copies of the invaluable reference book, 
The London Medical Handbook, will be available to visitors at the 
specially reduced price of 2s. 6d. 
Letters referring to non-arrival of invitations should not be sent 
before that date. 


Applications for further information should be addressed to : 
The London Medical Exhibition, 194-200, Bishopsgate, 
London, E.C.2 ; 
or direct to : 
The Glasgow Medical Exhibition, McLellan Galleries, 
Sauchiehall Street, Glasgow. 


H. K. LEWIS & CO. LTD. 


Bookselling Department 
Books in every branch of Medicine, Surgery, and 
related subjects supplied from stock. 


Foreign Dept. : Continental and American books 
obtained to order at the most favourable rates, with 
the deast possible delay. 


Second-hand Books 


MEDICAL, SCIENTIFIC AND TECHNICAL 
A constantly changing large stock of recent editions 
on view. books sought for and weported free o/ 
charge. Large or small collections bought. 


Medical and Scientific Lending Library 
| ANNUAL SUBSCRIPTION:—from 17s. 6d. 


The Library includes all recent and standard works 
in ali branches of Medicine and Science. 
THE LIBRARY CATALOGUE revised co December, 1949 


containing classified index of authors and subjects. To subscribers 
10s. net; To non-subscribers 17s. 6d. net. Postage Is. 9d. 


Supplement 1950 to 1952. To subscribers is. 6d. net. To non- 
subscribers 3s. net. postage 8d. 


New edition revised to December, 1956, in course of preparation. 


PROSPECTUS POST FREE ON APPLICATION 
Lewis's Bi-Monthly List of New Books and New 
Editions added to the Library, sent post free on 
request. 


H. K. LEWIS & Co, Ltd., 136 Gower St., London, W.C.! 


Telephone: EUSton 4282 (7 lines) 
L. 
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j Suspension containing 600 mg. Tablets each containing 300 
piperazine adipate in each tea- mg. siperazine adipate. 
spoonful. 
TRADE VARE 
Requirement for 7-day 
DOSAGE course of treatment 
Ia TABLETS SUSPENSION TABLETS SUSPENSION 
| Under 2 yrs. | 2 daily 1 teaspoonful daily | 14 1 fi. oz. 
| 2 yrs.to6yrs. 4 daily 2 teaspoonfuls daily | 2 fi. oz. 
6yrs.andover 6 daily 3 teaspoonfuls daily | 42 | 3 fi. oz. 
This daily dosage should be administered for seven days. 
It may be necessary to repeat this treatment after an interval 
of seven days in threadworm infestation 
and after an interval of three weeks in 
roundworm infestation. 


BASIC N.H S. PRICES 
TABLETS 

Bottles of 25 at 3. 
and 100 at 10/- 


SUSPENSION 
Bottle of 225 mi. (8 fi. oz.) 
approx. at = 


THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 


ir SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 


RECORD 


“Reducing Your Weight” is a new and easily followed guide 
to diet for weight reduction, and includes some simple advice 
and a varied menu. The folder is designed for handing to the 
patient, whose name may be written in a space provided on 
the cover. 

Quantities of this folder are available free of charge to 
medical practitioners. For a supply, or a specimen copy, 
write to the Energen Dietary Service at the address below. 


The Energen Dietary Service, staffed by qualified dictitians 
and under medical supervision, offers information and 
practical assistance in all dietary and nutritional problems. 
All services are free of charge, and practitioners are invited 
to apply for details. Available in the U.K. only. 
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Blokiston Division 
McGraw-Hill Publishing Company Ltd 
McGraw-Hill House London EC4 


LABORATORY APPLICATIONS 
IN CLINICAL PEDIATRICS 


IRVING J. WOLMAN, MD 
Director of Clinical Laboratories 
The Children's Hospital of Philadelphia 


Associate Professor of Paediatrics 
Undergraduate and Graduate Schools of 
Medicine, University of Pennsylvania 


The intelligent use of routine laboratory tests can be a 
great help in dealing with children’s diseases. This 
practical reference book is written for the general 
practitioner who is constantly dealing with children, as 
well as for the paediatrician. It describes the applications 
of laboratory tests, rather than how to perform them. 
All material included is useful for diagnosis and enables 
the doctor to begin with the patient’s symptoms. Diseases 
are grouped under the tests most likely to reveal abnor- 
malities; this is in accord with usual hospital practice. 
Particular attention is given to the disturbances in 
physiological functions which accompany disease. 


May-June 1957 872 pages about 67s 6d 
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New Books== 


THE MEDICAL DIRECTORY 1957 
113th ANNUAL ISSUE 
In one complete alphabetical list, containing details of 87,122 
medical practitioners. Part |, A-L. Part 2, M-Z and Local Lists, 
Hospitals, Universities, etc. 
Ready later this month. 


RECENT AOVANCES IN ANAESTHESIA 
Eighth Edivon. By C. LANGTON HEWER, M™.B., B.S R.C.P., F.F.A.R.C.S. 
and ALFRED LEE, M.R.C.S., L.R.C.P., 


84s. complete 


95 illustrations. 40s. 
Ciba Foundation COLLOQUIA ON ENDOCRINOLOGY 
Vol. 10. Regulation and Mode of Action of Thyroid Hormones a 


114 Hlustrations. 


MARTIUS’ GYNECOLOGICAL OPERATIONS 
With Emphasis on T aphic Anatomy 
Translated and Edited by MILTON McCALL, M.D., and KARL BOLTEN, M.D. 
Ready Moy. 145s. 


Seventh Edition. 450 Illustrations, mostly in Colour. 
THE ESSENTIALS OF MATERIA MEDICA, PHARMACOLOGY AND 
THERAPEUTICS 

Seventh Edition. By R. H. MICKS, M.D., F.R.C.P.1. 28s. 
INJURIES OF THE HAND 

By RONALD FURLONG, M.B., B.S., F.R.C.S. 99 illustrations. Ys. 


SEQUEIRA’S pen OF THE SKIN 
Sixth Edition. By |. T. INGRAM, M.D., F.R.C.P., and R. T. BRAIN, M.D., 
F.R.C.P. 63 *. BS, Plates and 426 Text- figures. 105s. 


PRINCIPLES OF EPIDEMIOLOGY 
By IAN TAYLOR, M.D., M.R.C.P., D.P.H., and JOHN KNOWELDEN, M.D., 
D.P.H. 25 Illustrations. Ws. 
RAUWOLFIA: Botany, Pharma ennceqnene, Chemistry and Phar 
By R. E. WOODSON, Ph.D., W. YOUNGKEN, Pk.D., Sc.0., Phm.0., 
E. SCHLITTLER, Ph.D., and A. SCHNEIDER, M.D. 
24 Illustrations. 4s. 
AN ATLAS OF DISEASES OF THE EYE 
by E. S. PERKINS, M.B., F.R.C.S., and PETER HANSELL, M.R.C.S., 
F.R.P.S. Foreword by Sir STEWART DUKE- ELDER, K.C.V.O., M.D., F.R.C.S. 
Over 150 Coloured Illustrations. 4s. 


J. & A. CHURCHILL LTD., 
104 GLOUCESTER PLACE, LONDON, W.! 


SYNOPS!S OF PATHOLOGY 
By W. A. D. ANDERSON, M.A. M.D., F.A.C.P. Fourth Edition. 
839 pages. 328 illustrations and !2 coloured plates. 63s. net 


CLINICAL TOXICOLOGY 
The Clinical Diagnosis and Treatment of Poisoning 


By M.B., B.S., M.R.C.P.(London). With Special Sections 
by W. S. M. Grieve, M.Sc., Ph.D., F.R1.C.; and S. G. Harrison, 
B.Sc. 764 pages. 27 illustrations including 2 coloured plates. 

net 


CLINICAL LABORATORY METHODS AND 


DIAGNOSIS 
By &. H. B. GRADWOHL, M.D., D.Sc. 
2,460 pages. 765 illustrations with 52 coloured 


ATLAS OF TUMORS OF THE NERVOUS 
SYSTEM 
By H. M. ZIMMERMAN, M.D., MARTIN G. NETSKY, M.D., and 
LEO M. DAVIDOFF, M.D. (9! pages. 277 illustrations, 233 in 
colour. 4 cables. £9 net 


SYNOPSIS OF GENITOURINARY DISEASES 


By AUSTIN I. DOOSON, MD., F.A.C.S., and }. EDWARD HILL. 
M.D. Sixth Edition. 330 pages. (24 illustrations. 36s. 6d. net 


Fifth Edition. Two volumes, 
plates. £14 net 


THE MANAGEMENT OF FRACTURES, DiSs- 


LOCATIONS AND SPRAINS 
By JOHN ALBERT KEY, 8.S., M.0., and H. EARLE CONWELL, 
M.D. Sixth Edition. 1,168 pages. 1,123 illustrations. €7 10s. net 


HENRY KIMPTON 
25 Bloomsbury Way, London, W.C.1 
Medical Book Department of Hirschfeld Bros. Ltd. 


HENRY KIMPTON’S PUBLICATIONS —, 


E. & S. LIVINGSTONE LTD. 


SURGERY OF THE ANUS, ANAL CANAL AND 
RECTUM 
By E. S. R. HUGHES, M.S.(Melb.), 
F.R.C.S.(Eng.), F.R.A.C.S. 
316 pages. 398 illustrations. 50s. 


AN ATLAS OF MUSCLE PATHOLOGY IN 
NEUROMUSCULAR DISEASES 
By J}. GODWIN GREENFIELD, M.D., G. MILTON 
SHY, M.D., ELLSWORTH C. ALVORD, Jr., M.D., 
and LEONARD BERG, M.D. 
116 pages. 93 illustrations. 45s. 


||  THEPRINCIPLES AND PRACTICE OF MEDICINE 
Third Edition. Edited by SIR STANLEY DAVIDSON, 
M.D., P.R.C.P.(Edin.), M.D.(Osio). 

1,080 pages. 109 illustrations. 35s. 


THE DEVELOPMENT AND DISORDERS OF 
SPEECH IN CHILDHOOD 
By MURIEL E. MORLEY, B.Sc., F.C.S.T. 
460 pages. 124 illustrations. 


MANAGEMENT OF LIFE-THREATENING 
POLIOMYELITIS, COPENHAGEN, 1952-1956 


M.D.(Melb.), 


45s. 


Edited by H. C. A. LASSEN, M.D. 
22s. 6d. 


192 pages. 77 illustrations. 


MEDICINE FOR NURSES 
Third Edition. By M. TOOHEY, M.D., M.R.C.P., D.C.H. 
30s. 


664 pages. 276 illustrations. 


THE LIFE OF HUGH OWEN THOMAS 
By DAVID LE VAY, M.S., F.R.C.S. 
144 pages. 39 illustrations. 


TEVIOT PLACE, EDINBURGH 
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NOW 


Stabilised Injection of Dimycin, 
already available in 1 gm. and 5 gm. 
multi-dose vials (containing 
respectively 1 gm. Dimycin 


in 3 cc. and 5 gm. in 15 cc.), can 
now also be had in 
1 gm. single-dose cartridges. 


This convenient form of Dimycin 
can be used in any commercially 
available syringe designed 

to hold disposable cartridges. 


Stabilised Injection of 


Dimycin is 
also available 
in powder form: 
vials of 1 gm. 


Equal parts of streptomycin and 5 gm. 
and dihydrostreptomycin, stable 
for eighteen months. * "Trade Mark 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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Outstanding Butterworths Publications 


OPERATIVE SURGERY 

Under the General Editorship of CHARLES ROB, M.C., M.Chir., F.R.C.S., and RODNEY 
SMITH, M.S., F.R.C.S. In Eight Volumes and Index Volume. £5 10s. net per volume. Index, 
40s. Carriage and packing extra. 

‘In these superb volumes, which are but the advance-guard of a monumental series, the emphasis is purposely 
laid on the illustrations, which are very numerous. ... When complete this will be the most elaborate and ambi- 
tious work of its kind ever published in Great Britain . . . the illustrations, which come from many artists, reach a 
high standard, and the whole production provides a welcome testimony to the authoritative place which British 
surgery has attained.’’—British Medical Journal. 


PAEDIATRICS FOR THE PRACTITIONER 
Edited by WILFRID GAISFORD, M.D., M.Sc., F.R.C.P., and REGINALD LIGHTWOOD, 
M.D., F.R.C.P., D.P.H. In Three Volumes and Index Volume, with 1956 Supplement. Fully 
illustrated £14 10s. net per set, carriage and packing extra. 


“ These beautifully produced volumes are as much credit to the publishers as their contents are to the eminent 
team of puediatricians and others who have been co-opted from all over the world to comprise Paediatrics for the 
Practitioner . . . there is an almost complete coverage of paediatric subjects . . .""—Archives of Disease in Childhood. 


CARDIOLOGY (Second Edition) 
By WILLIAM EVANS, M.D., D.Sc., F.R.C.P. Pp. vii+542 and Index. 529 illustrations. 
92s. 6d. net, by post 2s. extra. 


“|. . retains the characteristics of the first edition; clarity of thought, diction and illustration, dogmatism and 
clinical acumen . . . an outstanding contribution to the understanding of cardiology.”—The Practitioner. 


Full details on application 
BUTTERWORTHS . 88 KINGSWAY + LONDON, W.C.2 


Showroom: 11-12 Bell Yard, Temple Bar, London, W.C.2 


*‘PRIMULA’ , 
CRISPBREAD 


Made from selected unadulterated rye. 
Most appetising flavour. 

Delicate and almost transparent. 
Crisp but gentle to the teeth. 
Essential roughage without coarseness. 
Kindly to delicate digestions. 
Nourishing but non-fattening. 


S 


AN INVITATION TO THE MEDICAL PROFESSION 


A free pocket of Primula Crispbread with 
Analysis will be sent to you on receipt of 
application on your official notepaper. 


MADE ‘PURELY’ BY fase. uro. MAKERS OF PRIMULA CHEESE SPREAD 


KAVLI LIMITED, ADMINISTRATIVE BLOCK, TEAM VALLEY, Co. Durham 
Telephone : Low Fell 77146 
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A new enzymic treatment 


“ULCERS 


IT HAS LONG been known that the pro- 
teolytic enzyme Trypsin could resolve 
necrotic tissue and was in theory an ideal 
physiological agent for the treatment of 
infected wounds. Its instability has, how- 
ever, until recently precluded its use for 
this purpose. Lloyd-Hamol of London and 
Zurich have now succeeded in producing 


Biotrase 


BIOTRASE is available in 35 g. tubes at a 
basic N.H.S. price of 3/9d., and may be pre- 
scribed on Form E.C.10. 


BIOTRASE contains: 
Trypsin pur. 0.16%; Ca-N-Hydroxymethyl- 
glutaminate §.00%j; 2,2:  thiobis-(4,6-di- 
chlorophenol) 0.50%; Carbamide B.P. 5.0% in 
polyethylene glycol. 


SAMPLES AND LITERATURE GLADLY SENT ON REQUEST 


6 @ registered trade mark of Lloyd-Hamol Ltd. 


with the proteolytic ferment 


TRYPSIN 


a cream, BIOTRASE, in which Trypsin 
remains physiologically active for over a 
year. A certificate of stability has been 
issued by a Department of Bio-chemistry. 


BIOTRASE also contains two new anti- 
septic agents, both of which are active 
against a wide range of gram-positive and 
gram-negative pathogenic organisms. Un- 
like sulpha drugs and antibiotics they do 
not cause skin sensitivity. 


BIOTRASE debrides necrotic tissue and 
purulent matter and leaves a clean granul- 
ating surface. It does not attack vital tissues. 


INDICATIONS FOR USE 


BIOTRASE may be used wherever there 
is an infected—or potentially infected— 
breach of surface of the skin. Common 
conditions for its use include the follow- 
ing: wounds; second and third degree 
burns ; infected and necrotic skin conditions, 
including pyodermias; boils and car- 
buncles (following incision); all types of 
skin ulcers. BIOTRASE has been found 
most useful in the treatment of varicose 
ulcers, providing these are not surrounded 
with avascular tissue and of long duration. 


LLOYD-HAMOL LTD. 
Il WATERLOO PLACE, S.W.i 
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Gypso 


has stood 


the test of time 


Soaks more readily than hand-rolled 
bandages. 


Sets firmly in four to five minutes. 


Stronger yet less brittle than ordinary 
plaster. 


Casts have porcelain-like surface. 
Casts are porous. 


Trimmed edges do not crumble and 
casts have a neat appearance. 


Casts may be bivalved, or cut open 


SMITH & NEPHEW LTD - WELWYN GARDEN 


nha 


TRADE MARK 


and sprung apart without loss of 
strength. 


Exact number of bandages for a 
particular cast can be determined 
beforehand. 
Special interlocked woven cloth 
permits easy moulding. 
High plaster content—90°% of plaster 
by weight. 
Will keep for a very long time with- 
out deterioration when stored in a 
dry place. 


The absence of loose powder and the non-fray edges 
of the specially-woven leno cloth base of Gypsona 
bandages providesa distinct advantage over hospital- 
made bandages. 

In performance, the superiority of Gypsona is even 
more marked. The high plaster content is fixed to the 
fabric by a special process, and there is a negligible 
loss of plaster when the bandage is soaked. A sur- 
prisingly small amount of material will produce a 
cast which is light, but of great strength. 

Gypsona is by far the most economical plaster for 
the modern functional treatment of fractures. 


CITY HERTS (Sum) Gypsona 
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escape 
from 
the 
agony 
of 
abdominal SPASM 


BUSCOPAN is a spasmolytic with 
a rapid and safe action upon 
the hollow organs of the abdomen. 
Virtually free from side effects 
with a selective action and low | 
toxicity, BUSCOPAN can be used i | 
wherever spasm causes or 
prolongs disorders of the hollow 
organs. It will give almost 
immediate relief from pain and 


serve as an aid to treatment. 


BUSCOPAN 


HYOSCINE-N-BUTYLBROMIDE 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 


Cc. H. Boehringer Sohn, Ingelheim am Rhein 


Registered proprietors of the Trade Mark "Registered Trade Mark 
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POLYBACTRIN 


antibiotic powder spray 


A FRACTIONAL RELEASE GIVES 
COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


The Polybactrin unit offers a new technique for 
topical application of antibiotic therapy, en- 
abling an efficient, economical and dry cover- 
age of the wound area to be made. 


2. The extensive range of bactericidal activity aff- 
orded by the triad of bacitracin, neomycin and 
polymixin gives an extremely wide coverage of 
wound pathogens without the risk of inducing 
resistant strains of organisms. 


3. Ps. pyocyaneus, particularly present in burns, 
is completely inhibited by polymixin, consid- 
erably reducing the healing time. 


4. Polybactrin is not readily absorbed and there is 


» 


INVALUABLE IN ALL BRANCHES OF SURGERY 


Polybactrin provides a unique and econo- 


mical means of applying a combination 

of Zine Bacitracin, Neomycin Sulphate no risk of systemic toxicity occurring. 

and Polymixin ‘B’ Sulphate—the three 5. The propellent gas is non-toxic and does not 
antibiotics of choice for topical use. The support combustion. 

antibiotics are presented in an ultra-fine 


6. There are no contra-indications to the use of 
Polybactrin. Systemic therapy may be given 
concurrently if necessary. 


FORMULA: Each pack contains: Neomycin 
Sulphate 750 mg. Polymixin ‘B’ Sulphate 150,000 
units. Zinc Bacitracin 37,500 units. Propellent 


powder form dispersed under pressure 
with a propellent, and unlike other 
means of powder insufflation in common 
use, there is no risk of contamination of 
the antibiotics by airborne pathogens 
obtaining entry into the unit by suction. 


No samples available 
CREWE: LONDON: 
CALMIC LIMITED 


Crewe 3251-5 


AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York Street, Temate 
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WARD, CASSENNE LTD. 


INDICATIONS 


All Rheumatoid Conditions of mild 
or average severity. 


Allergies and Hypersensitivity. 


TRADE MARK 


BUFFERED TABLETS 


The new safe and effective 
anti-inflammatory medication. 
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coactyl... 


BUFFERED TABLETS 


Recommended 


where corticoids alone 


are not justified 


and where salicylates 
or their derivatives 


are not sufficient. 
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—increased 


anti-inflammatory and 


pain-relieving effects 
due to the association 
of acetylsalicylic acid 
and a small quantity 


ot Prednisone. 


—side effects virtually eliminated 
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CANCER—A BIOLOGICAL APPROACH 
I. THE PROCESSES OF CONTROL 


Sir MACFARLANE BURNET, M.D., F.R.S. 
Walter and Eliza Hall Institute of Medical Research, Melbourne, Australia 


The understanding and control of cancer is the most 
urgent problem of medicine to-day. The volume of 
research on the subject, particularly in America, is vast 
and heavily biased in two “ practical” directions. There 
is a strong tendency to concentrate on investigations that 
may provide leads (a) to the elaboration of tests for the 
early diagnosis of cancer, and (b) to its cure by non- 
surgical means. This has led perhaps to an undue 
interest in the biochemical aspects and especially the 
enzymic activities of tumour cells. Clearly if a chemo- 
therapeutic substance is to be found it will be something 
which can differentially inhibit some processes by which 
tumour cells differ from normal cells. Such a bias is 
both inevitable and desirable, but it should have no 
influence on any attempts to gain a clear picture of the 
process in terms of general biological concepts. 

Scientists may be divided into three groups. There are 
those, like myself, who believe that at every stage in 
scientific development it is necessary to provide the best 
available generalizations as a guide to effective work, 
both in the application of knowledge to human needs 
and in the planning of future research. At the other 
extreme are those who feel that the only valuable 
scientific activity is to concentrate on some significant 
facet of knowledge until the facts are incontrovertible 
and are expressible in some general statement, prefer- 
ably mathematical in form, that is acceptable to all com- 
petent workers. Then we have available a defined unit 
of knowledge which can be used reliably when the time 
comes to apply the knowledge in any field where it is 
required. The great majority of scientists take an inter- 
mediate position, usually finding their immediate interest 
in the detailed study of a chosen field, but interested in 
learning of the emergence of general pictures in the 
various wider fields. 

The present approach to a discussion of the general 
problems of cancer springs directly from an interest in 
the nature of antibody production and the ideas of 
macromolecular pattern developed in a recent essay 
(Burnet, 1956). It is necessarily based not on personal 
work in the field or on a comprehensive knowledge of 
the original literature, but on recent general treatises 
and compilations, reference to the original papers being 
made only when these provide essential contributions to 
the discussion. 


Requirements for any General Theory of Cancer 
It will be universally admitted that the essence of the 
group of phenomena we know as cancer or neoplastic 


growth is growth of cells free from the normal control 
exercised by the organism as a whole. Experience of 
tissue culture suggests that most or all mammalian cells 
have a capacity for growth when provided with appro- 
priate nutrients. The real problem of cancer is then 
to understand the processes of control by which normal 
cells from the fertilized ovum to the end of life are 
maintained in morphological and functional condition 
appropriate to the needs of the organism at the time. 
Perhaps it should be stressed how much more complex 
and difficult to understand are the processes by which a 
finger retains its character than what is happening in a 
carcinoma of the lung. Cancer is a negative condition— 
a manifestation of the breakdown in one or more 
aspects of the positive control that welds the cells of the 
body into a single functioning unit-——the organism as a 
whole. 

The failure in cancer is due not to any weakness of 
the organism but to a change in the character of the 
cells rendering them in one way or another insusceptible 
to the normal control. 

This statement is self-evident when we consider the 
phenomena of metastasis and experimental transplanta- 
tion. When cells from a gastric carcinoma produce 
metastases in the liver there is nothing to suggest any 
weakness in the control of liver cells. The secondary 
nodules are clearly due to cells from the primary 
tumour. This is even more clearly seen in the case of 
experimental transplants to animals homozygous with 
the original host of the tumour. The same two sets of 
phenomena indicate also that the change in the cells 
is something handed on from one generation of cells 
to the next. In the broad sense of the term the change 
is a genetic one. It is immaterial at the moment whether 
investigation will in any given case eventually give a 
more precise label to the genetic change, whether it 
represents a true somatic mutation, transfer of plasma- 
genes, incorporation of a virus into a “ provirus” state, 
or some new concept yet to be formulated. 

Any hypothesis of a general basis for neoplastic 
growth must be related directly to this function of con- 
trol—any other type of associated change can only be 
regarded as secondary. It is therefore from our point 
of view impossible to accept Warburg's hypothesis that 
a change from aerobic to anaerobic glycolysis is the 
essential feature of cancer cells. If cancer is, as 
indicated above, essentially a negative biological pheno- 
menon like starvation, scurvy, agammaglobulinaemia, 
or phenyl-pyruvic oligophrenia, the only legitimate way 
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The understanding and control of cancer is the most 
urgent problem of medicine to-day. The volume of 
research on the subject, particularly in America, is vast 
and heavily biased in two “ practical” directions. There 
is a strong tendency to concentrate on investigations that 
may provide leads (a) to the elaboration of tests for the 
early diagnosis of cancer, and (b) to its cure by non- 
surgical means. This has led perhaps to an undue 
interest in the biochemical aspects and especially the 
enzymic activities of tumour cells. Clearly if a chemo- 
therapeutic substance is to be found it will be something 
which can differentially inhibit some processes by which 
tumour cells differ from normal cells. Such a bias is 
both inevitable and desirable, but it should have no 
influence on any attempts to gain a clear picture of the 
process in terms of general biological concepts. 

Scientists may be divided into three groups. There are 
those, like myself, who believe that at every stage in 
scientific development it is necessary to provide the best 
available generalizations as a guide to effective work, 
both in the application of knowledge to human needs 
and in the planning of future research. At the other 
extreme are those who feel that the only valuable 
scientific activity is to concentrate on some significant 
facet of knowledge until the facts are incontrovertible 
and are expressible in some general statement, prefer- 
ably mathematical in form, that is acceptable to all com- 
petent workers. Then we have available a defined unit 
of knowledge which can be used reliably when the time 
comes to apply the knowledge in any field where it is 
required. The great majority of scientists take an inter- 
mediate position, usually finding their immediate interest 
in the detailed study of a chosen field, but interested in 
learning of the emergence of general pictures in the 
various wider fields. 

The present approach to a discussion of the general 
problems of cancer springs directly from an interest in 
the nature of antibody production and the ideas of 
macromolecular pattern developed in a recent essay 
(Burnet, 1956). It is necessarily based not on personal 
work in the field or on a comprehensive knowledge of 
the original literature, but on recent general treatises 
and compilations, reference to the original papers being 
made only when these provide essential contributions to 
the discussion. 


Requirements for any General Theory of Cancer 
It will be universally admitted that the essence of the 
group of phenomena we know as cancer or neoplastic 


growth is growth of cells free from the normal control 
exercised by the organism as a whole. Experience of 
tissue culture suggests that most or all mammalian cells 
have a capacity for growth when provided with appro- 
priate nutrients. The real problem of cancer is then 
to understand the processes of control by which normal 
cells from the fertilized ovum to the end of life are 
maintained in morphological and functional condition 
appropriate to the needs of the organism at the time. 
Perhaps it should be stressed how much more complex 
and difficult to understand are the processes by which a 
finger retains its character than what is happening in a 
carcinoma of the lung. Cancer is a negative condition— 
a manifestation of the breakdown in one or more 
aspects of the positive control that welds the cells of the 
body into a single functioning unit—the organism as a 
whole. 

The failure in cancer is due not to any weakness of 
the organism but to a change in the character of the 
cells rendering them in one way or another insusceptible 
to the normal control. 

This statement is self-evident when we consider the 
phenomena of metastasis and experimental transplanta- 
tion. When cells from a gastric carcinoma produce 
metastases in the liver there is nothing to suggest any 
weakness in the control of liver cells. The secondary 
nodules are clearly due to cells from the primary 
tumour. This is even more clearly seen in the case of 
experimental transplants to animals homozygous with 
the original host of the tumour. The same two sets of 
phenomena indicate also that the change in the cells 
is something handed on from one generation of cells 
to the next. In the broad sense of the term the change 
is a genetic one. It is immaterial at the moment whether 
investigation will in any given case eventually give a 
more precise label to the genetic change, whether it 
represents a true somatic mutation, transfer of plasma- 
genes, incorporation of a virus into a “ provirus” state, 
or some new concept yet to be formulated. 

Any hypothesis of a general basis for neoplastic 
growth must be related directly to this function of con- 
trol—any other type of associated change can only be 
regarded as secondary. It is therefore from our point 
of view impossible to accept Warburg's hypothesis that 
a change from aerobic to anaerobic glycolysis is the 
essential feature of cancer cells. If cancer is, as 
indicated above, essentially a negative biological pheno- 
menon like starvation, scurvy, agammaglobulinaemia, 
or phenyl-pyruvic oligophrenia, the only legitimate way 
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to discuss its relation to general biology is to use the 
phenomena of cancer as seen clinically and experi- 
mentally to throw light on the nature of normal con- 
trols in the organism. Basically this is the theme of the 
present essay. 


Process of Control 


It is in line with popular present-day thought to apply 
concepts from mechanical or electronic control and com- 
munication systems to biological phenomena. This has been 
specially evident in discussions of neural mechanisms, but 
the general principles would be equally applicable to any 
other type of biological control. Since there is no evidence 
of more than very minor influences of nervous action in the 
control of morphology, this will not be discussed. Fore- 
stalling subsequent discussion slightly, we may say that there 
is very much to suggest that control is a function of the 
movement of complex molecules carrying patterns equivalent 
to coded instructions from one part of the organism to an- 
other. Further, there is no substantial alternative to such a 
view ; “ fields of morphogenesis may be a necessary pro- 
visional concept, but there is no serious suggestion that a 
physical field in any normal sense is concerned. 

Any type of control of a collection of living cells subject 
to trauma and to variable demands on their function will 
have to incorporate a number of “components.” (1) There 
will be needed a built-in “plan of action.” The whole 
mechanism must function to favour survival of the indi- 
vidual, and we shall probably be correct in regarding the 
general plan of action in any developed organism as being 
to maintain or regain the status quo. (2) Information must 
be provided in some form about the state of the cells in 
question, particularly as it is relevant to the need of more or 
less cells or of greater or less functional activity. This is 
the “ feed-back ” needed by all mechanisms for any type of 
homoeostatic control. (3) A central control mechanism is 
needed which will respond to this information by the des- 
patch of appropriate “ messengers“ to the cells under con- 
trol. (4) In the cells there must be a reception mechanism to 
accept instructions so delivered and to induce the appropri- 
ate cellular reactions. 

This is obviously a generalized statement made to cover 
such an example as the interaction of pituitary and thyroid, 
which will be discussed later. Probably all biological 
control mechanisms need these four components, but one 
can conceive situations where they may be difficult to 
recognize. One has in mind the work of Weiss and others 
on the capacity of cells in appropriate conditions of tissue 
culture to come together into patterns significantly similar 
to the structures found in corresponding normal tissues. 
Here we seem likely to be concerned with something that 
can be looked on as an interchange of information and 
instructions between surfaces coming into contact. The 
third form of control to be discussed, which is referred to 
rather loosely as “immunological,” will probably be found 
to fit rather clearly into the framework outlined above. 

The general hypothesis of control by the interaction of 
complementary macromolecular patterns has been outlined 
in what was primarily a discussion of antibody production 
(Burnet. 1956). This is directly derivative from Ehrlich’s 
hypotheses of lock-and-key action in immunology and 
chemotherapy. Most of the discussion in Enzyme, Antigen 
and Virus was concerned with protein pattern and the ways 
in which complementary patterns, not necessarily in the 
same medium, could arise. It was concluded that for the 
functioning of such systems there must be means of which 
(a) patterns can be replicated ; (b) patterns can be used as 
blueprints from which complementary patterns can be fabri- 
cated ; (c) information encoded in pattern, say on protein or 
DNA, can be expressed in another medium—for example, 
RNA or polysaccharide ; (d) specific union of pattern and 
complementary pattern can initiate an appropriate reaction 
—for example, enzymic breakdown of substrate, liberation 
of histamine, initiation of oestrus, and the like. 
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The mammalian body contains a wide variety of differ- 
entiated cells which differ greatly in the way they are pro- 
duced, in their potentialities of multiplication, and in their 
average life as cellular individuals. At the one extreme we 
have the erythrocytes and a wide variety of what appear to 
be highly expendable mesenchymal cells, including lympho- 
cytes, histiocytes, granular leucocytes, and fibroblasts. 
These are produced in permanent and temporary centres of 
proliferation, spleen, bone marrow, lymph nodes, and a 
variety of submucosal collections throughout the body. After 
a life measurable in days or weeks, these expendable cells 
are got rid of largely by phagocytosis and intracellular 
digestion, while another large proportion is shed into the 
intestinal lumen or liberated on some other mucous 
membrane, 

Next we have the epithelial surfaces of tissues exposed 
to external or internal environments—skin, and alimentary 
and respiratory mucous membranes. Here attrition, 
trauma, and infection are everyday occurrences, and there 
is a steady replacement of older cells by the reproduction 
of basal cells or their equivalent. Worn out or damaged 
cells are shed into the environment. These cells in a sense 
are always growing, and it is significant that the incidence of 
cancer in the corresponding situations is high. Carcinoma of 
the skin, larynx and bronchi, stomach, large intestine, and 
rectum are all common. 

Rather closely related are the organs whose lining is 
modified sharply in relation to sexual periodicities of 
menstruation, pregnancy, and lactation. In ovary, uterus, 
and breast there are hormonally determined changes of 
cellular proliferation and regression. In the uterus excess 
cells are shed to the exterior. In the breast the process by 
which the lactating organ regresses to the quiescent stage 
probably involves a quiet autolysis of superfluous cells and 
absorption of their substance into the general pool of amino- 
acids, nucleotides, and other building blocks. 

The endocrine organs have a special part to play in the 
control of bodily function, and provide equally important 
examples of the way in which cellular proliferation and 
function is controlled. In such an organ as the thyroid 
the amount of specifically functioning cells depends in part 
at least on the concentration of thyrotropic hormone reach- 
ing it from the pituitary. With regression the number of 
cells diminishes, presumably again by autolysis without the 
intervention of phagocytic processes. It is likely that similar 
situations hold for the other endocrine organs. 

Most of the major tissues of the body seem to belong to 
the next class in which the average cell life is long, perhaps 
indefinitely long, but in which, when demand arises, pro- 
liferative and reparative processes take place readily and 
efficiently. Compensatory hypertrophy of remaining por- 
tions of tissue is regular after removal of any considerable 
proportion, such as one member of a paired organ. Liver, 
kidney, heart, lungs, and skeletal muscle belong here. 

Finally we have the permanent cells of the nervous system 
which once maturity is reached are not expendable. 

This provides a basis for the general consideration of the 
processes concerned in the development and evolution of 
cancer. For any given type of cell we have two questions— 
what are the ways in which control may be lost, and, if one 
or more such controls are lost, is there any way by which 
they can be reinstated ? Since every cell of the mammalian 
body is derived from the fertilized ovum, it is reasonable 
to believe that to some extent all cells are subject to all 
methods of control, just as all cells have certain common 
metabolic functions. In practice, however, we find that the 
effective controls vary greatly from one cell type to another, 
and it will be convenient to divide them into three major 
types which can be discussed separately: (1) Hormonal con- 
trol of cell growth and functional activity of certain organs. 
(2) Local control (a) by mechanical pressures, tensions, etc., 
and (b) by mutual interaction of cell surfaces. (3) Immuno- 
logical” control associated with the “ self-markers” of the 
body. 
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Hormonal Control of Growth 


It is a striking fact that the most effective chemotherapy of 
any type of cancer has been the use of oestrogens in prostatic 
carcinoma, This underlines the significance of hormonal 
control of growth. 

The special quality of hormonal control can perhaps best 
be seen in the effect on the epidermis of the tadpole of pre- 
mature exposure to thyroid hormone (Lindeman, 1929). 
This results in metamorphosis, and as part of the process 
we find cytolysis and atrophy of epidermal cells on the 
caudal side of a well-defined line, and proliferative changes 
on the cranial side. Changing hormone concentrations can 
in this fashion trigger biologically appropriate changes of 
different types in various target organs or tissues. 

In higher vertebrates the effects are seen largely in endo- 
crine tissues, but there is much to suggest that to some extent 
all cells are potentially subject to hormonal control. A 
point that may be of special importance is that control takes 
the form either of proliferation (and increased functional 
activity) or cytolysis and atrophy in which the cell substance 
is quietly broken down and its components are added to the 
general metabolic pool of the body. They are not “ mopped 
up ” by the scavenging cells in the way that most expendable 
mesenchymal cells are, and they appear to have little or no 
individual immunological specificity. There is some direct 
experimental work to support this view. Woodruff and 
Woodruff (1950), for instance, carried out extensive experi- 
ments on the transfer of thyroid tissue from one guinea-pig 
to the anterior chamber of the eye of another. He found 
that the tissue became established in the new host if there 
was a need for it—that is, if the host had been thyroid- 
ectomized. The evidence was highly suggestive that in the 
process by which the foreign tissue became established the 
stroma of the donor was destroyed and replaced by that of 
the host, only the specific thyroid cells being genetically still 
those of the donor. 

The general basis of endocrine control has already been 
briefly discussed, and it has been pointed out how the 
pituitary control of thyroid function provides one of the 
most clearly manifested feed-back mechanisms in biological 
control. 

There are a relatively large number of instances where 
controls of this general type can be distorted by accidental 
or experimental circumstances to produce hyperplastic or 
neoplastic growth. Thiouracil and other goitrogenic sub- 
stances which decrease thyroxine output will induce the 
formation of thyroid tumours as a result of stimulation by 
thyrotropic hormone. These tumours are transplantable to 
other rats (presumably not genetically homozygous) pro- 
vided the recipients have been rendered thyroxine-deficient 
either by thyroidectomy or by administration of antithyroid 
substances (Bielschowsky ef al., 1949). A relatively slight 
change in the situation can give a different picture, involv- 
ing neoplastic change in the pituitary. Large doses of 
radio-iodine ‘I given to mice will destroy the ability of 
the thyroid to produce thyroxine, and there is therefore 
a continuing call for thyrotropic hormone, and the 
pituitary cells responsible for its production give rise to 
tumours (Gorbman, 1949). These tumours can be trans- 
planted to mice treated with "I but not to normal mice. 
On transfer their autonomy increases and they can eventu- 
ally be transplanted to untreated mice. Even in this autono- 
mous state, however, they continue to secrete thyrotropic 
hormone. 

Oestrogens will induce testicular tumours in mice by a 
basically similar mechanism, and, as might be expected, when 
such tumours are transplanted they will grow to tumours 
only in recipient mice treated with stilboestrol or other 
oestrogens. 

A different type of experimental artifice to induce endo- 
crine overactivity is to transplant a rat’s ovary into the sub- 
stance of the spleen, the other ovary being removed. A high 
proportion of such transplanted ovarian tissues give rise to 
granulosa cell tumours (Biskind and Biskind, 1944). This is 


interpreted as resulting from the destruction of oestrogens 
produced by the ovary during their passage through the 
liver (in the portal circulation). There is thus a continuous 
stimulus to pituitary liberation of gonadotrophic hormone 
without the normal feed-back control. The same type of 
result is found in mice. 


Local Controls 


It is quite certain that the actual controls playing on all 
morphologically significant cells are more numerous and 
subtle than anything that could be suggested at the present 
time. All that can be attempted is to outline the simplest 
mechanisms that might account for some of the more easily 
recognized features of the phenomena of local repair, 
regeneration, and growth. 

In the first instance there is the response to pressures and 
tensions which mould skin and skeletal tissues into the form 
needed by simple mechanical considerations. Even a fairly 
rapidly growing benign tumour of the subcutaneous tissues 
allows the skin to keep pace in covering it. There are hosts 
of similar mechanical controls which play their part in re- 
shaping a functional limb after severe trauma or reconstruc- 
tive surgery. The detail of the processes by which pressures 
and tensions lead to modification of growth and shape of 
cells is outside the field of this discussion, but it will have to 
be elucidated in full if a complete account of the mechanisms 
of control is to be provided. Indications of more direct 
influences associated with the cells themselves can be 
obtained from a variety of sources. A striking example is 
to be seen in the classical experiment in which an emulsion 
of disaggregated sponge cells of two species will come 
together into aggregates, each composed only of the one 
species. 

Recent work, particularly from Weiss’s laboratory, has 
shown that chick embryo cells, dissociated into single units 
by treatment with trypsin, can under appropriate conditions 
of tissue culture give rise to a tissue-like association 
(Moscona, 1953, 1956). An analysis of the process indi- 
cates that the first step is for the cells to become grouped 
according to kind, aggregating into clusters by a variety 
of processes which seem to include random encounter, direc- 
tional migration, and surface interactions. The next pro- 
cess is one of organization within the aggregates and their 
interaction with clusters of cells of other types to develop 
the tissue-like appearance. 

Essentially similar results are described by Leighton (1951, 
1954), who used a type of three-dimensional tissue culture 
in cellulose sponge for embryonic and tumour cells. In this 
situation cells developed histological patterns very similar to 
those of tumours growing in the body. From both types of 
experiment it is clear that a significant proportion of the 
control of cellular relations is intrinsic to the cells them- 
selves. 

If attention is directed particularly on the mutual inter- 
action of contiguous cells, the simplest working hypothesis is 
that when two adjacent cells are in their appropriate position 
in the organism the status quo is maintained by an inter- 
change of information—in the form of patterned macro- 
molecules—across the interface. Where a surface is free 
this particular control must be replaced by something of 
appropriately different character. If cells are removed by 
trauma or operatively, the gap will be filled by the prolifera- 
tion of those adjacent to the gap. If this is a simple reaction, 
we could deduce from it that, in addition to the disappear- 
ance of the adjacent cell, either a failure of that cell to 
provide information of its existence or an inability of the 
cell itself to “recognize” the information might lead to 
the same result—that is, proliferation until in one way or 
another the remaining controls brought it to a halt. 

It would seem that the first requirement for malignant 
growth is a loss of the control mediated by physiological 
contact with adjacent cells. The locally invasive character 
of a cancer, the feature which makes its histological diag- 
nosis possible, is in itself the clearest indication of this. Pro- 
liferative reactions in general must eventually be seen against 
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the background of normal controls, a specially important 
type being the proliferative response to certain virus infec- 
tions. This is the basis for the great amount of work and 
speculation that is associated with the virus theory of cancer, 
and it is best discussed in relation to that theme 

The various mechanisms which are concerned in 
embryonic morphogenesis must undoubtedly be relevant, 
but it would be hopeless for anyone not personally familiar 
with the field to attempt to draw general principles from 
their complexities. 

One field, however, may be mentioned because it indicates 
very clearly the concept of control by mutual interactions 
of cells with which we are primarily concerned. In all 
vertebrates it appears that cells concerned with pigmenta- 
tion are derived from a special group of ectodermal cells, 
the neural crest. At appropriate periods in embryonic life 
these cells pass to the various sites where melanoblasts will 
eventually be functionally active. 

This migration provides extensive opportunities for experi- 
mental study of the process. Weiss and Andres (1952), for 
instance, injected embryonic cells, including melanoblasts, 
intravenously in chick embryos of a non-pigmented strain. 
They found that donor melanoblasts proliferated and pro- 
duced melanin granules of the sort corresponding to their 
genotype only in locations in the host where they would 
normally have produced pigment in a bird of the donor 
strain 

By appropriate experimental action the normal supply of 
melanoblasts can be prevented from reaching an area of 
chick embryo skin. If this skin is now transplanted to 
replace an area of skin on a normal embryo it is rapidly 
and freely invaded by adjacent melanoblasts. This does not 
occur if the graft is of normal skin (Rawles, 1944). 

There can be little doubt that migration of the primary 
melanoblasts is directed by processes involving mutual cell 
contact and that the sites of their functional proliferation 
are also determined in this fashion. The extent of their 
multiplication is also clearly related to processes involving 
the cell community and not by any self-limitation in their 
capacity to multiply. 

All that need be attempted here is to apply some of the 
ideas drawn by Weiss from such studies to some aspects of 
tissue interactions at the immunological level that seem 
likely to be specially relevant to neoplastic phenomena. Ina 
recent discussion (Burnet, 1956), I have tried to make use of 
Weiss's concept of complementary interaction between cell 
surfaces to broaden the idea of immunological “ self- 
markers.” 


The Immunological Approach 


The essence of the self-marker hypothesis (Burnet and 
Fenner, 1949) is that at a late stage in embryonic life the 
scavenging cell system of the body (reticulo-endothelial cells, 
etc.) is conditioned to recognize as self-components certain 
potentially antigenic constituents of the expendable cells of 
the body. A variety of foreign potential antigens which by 
accident or experimental manipulation may be present at 
the relevant time will also be recognized as self. They 
will then become part of that class of substances which 
are incapable of acting as antigens in the conditioned 
animal. 

The observational and experimental basis for this con- 
cept is now extensive. The clearest evidence is in regard 
to tolerance of cells which are antigenically distinct but 
derived from another individual of the same species. Here 
complete tolerance can readily be demonstrated from twin 
studies in cattle, sheep, chickens, and one human case. In 
all these instances red-cell chimeras have been shown to 
persist indefinitely. In addition, Anderson ef al. (1951) 
showed that non-identical bovine twins (with a common 
placental circulation during foetal life) were receptive to 
mutual interchange of skin grafts. Billingham ef al. (1956) 
showed experimentally that inoculation of cells from a 
homozygous strain of mice B into late foetuses of strain A 


resulted in tolerance of the grown mice for skin transplants 
from a B mouse. This tolerance was specific, being con- 
fined to skin grafts from strain B. 

In all these examples we have the probability that the 
tolerant condition is associated with the continuing survival 
of the genetically heterologous cells in the body. Just as 
accelerated homograft immunity is produced only by ex- 
perience of living cells, it may also be claimed that immuno- 
logical tolerance of this type is dependent on the persisting 
foreign cells which are capable of “mopping up” any 
antibody that may be produced. 

A variety of evidence, however, is strongly against this 
view. The most cogent experimental result is also due to 
Medawar’s group. If a tolerant white mouse of strain A 
carrying a healthy black patch of skin of strain B is left 
untreated, the patch of foreign skin will remain healthy for 
an indefinite time. If, however, lymph-node cells from a 
norma! A mouse are inoculated into the tolerant mouse they 
are accepted and can function normally. Within three to 
four weeks an immune response results in the breakdown 
and rejection of the black graft. This observation has two 
very important implications. 

In the first place it shows that something has happened 
to condition the scavenging cells of the tolerant host which 
does not apply to similar cells reaching the body of the 
grown mouse. There can be no question of antibody against 
B cells being produced and absorbed or diverted by persist- 
ing B cells from the modifying prenatal injection. 

In the second place it is clear that B cells in the tolerant 
mouse are liberating something which can stimulate un- 
conditioned cells to produce a specific and destructive 
immune response. Everything suggests that what is liber- 
ated is the same antigen as is responsible for homograft 
immunity. Since purely epithelial skin grafts can provoke 
homograft immunity there is reasonable certainty that both 
the conditioning cells and the tolerated graft are contribut- 
ing amounts of the antigen. In the tolerant animal this 
antigen is accepted as self—there is no immune response— 
but if normal lymph node tissue is made available the 
standard immune response occurs. Medawar ef al, have 
found that a labile non-cellular antigen can be extracted 
from nuclei which will provoke homograft immunity. It 
seems highly probable that the same antigen, provisionally 
characterized as a DNA-protein complex, is the one con- 
cerned in provoking immunological tolerance. 

From the point of view of cellular control in its relation 
to cancer the important aspect of these results is the indica- 
tion that cells of many types are constantly liberating “ self- 
markers” into the lymph and blood circulations. A hint 
of the way in which these markers may act is contained 
in the finding by Ebert (1954) that, when an animal is grafted 
with a tissue from a donor treated with an appropriate 
radio-isotope, labelled molecules “ larger than amino-acids ” 
pass selectively to the corresponding organ of the host. At 
the present time we have no more than hints that these 
specific agents have a control function, but those hints are 
insistent, and Green (1954) has built an interesting immuno- 
logical theory of cancer by elaborating them. This will be 
discussed in a later section. 


Il. THE SIGNIFICANCE OF SOMATIC 
MUTATION 


There is every reason to believe that mutation is at least 
as frequent in somatic cells as in the germ cells. Somatic 
mutation has been studied particularly in plants, where the 
phenomena of continuous growth make its effects more 
readily demonstrated than in the higher animals. In insects 
body colour mosaics due to somatic mutation at early stages 
of differentiation are not infrequent. In mammals most of 
the evidence for somatic mutation comes from studies in 
tumour pathology. 

The essential difference between a mutation eccurring in 
a germ cell and a similar process in a somatic cell depends 
simply on the extent and distribution of the cells descendant 
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from that in which the mutation occurred. A germ-cell 
mutation can potentially influence all the body cells of all 
those individuals who receive the modified allele in ques- 
tion. A somatic mutation can influence only those body 
cells which directly descend from the mutant cell. A muta- 
tion of any sort in a nerve cell can have no influence on 
any other cells but itself; a mutation in a cell giving rise 
to highly expendable descendants may have wider infiuence. 
Any mutation is, according to current opinion, an indi- 
vidual event occurring at a limited region of the genetic 
mechanism of a single cell, The potential effect of the 
mutation may be almost anything, although the chance of 
one type of specific damage will be more or less frequent 
than that of another. 

From the practical point of view, however, we have to 
remember that every tissue is made up of many thousands 
or millions of cells. A modification of one cell or of any 
small proportion of the order characteristic of mutation— 
that is, 1:10° per cell life—will have no detectable effect 
on the function of the tissue unless one condition is ful- 
filled. This is that the mutation results in a differential 
survival advantage for descendants of the mutant cell as 
compared with the descendants of normal cells. In other 
words, somatic mutation in higher animals is of no signi- 
ficance whatever unless it results in the loss or change of 
some quality which frees it in part from the normal control 
on its capacity to reproduce. Only mutations along the 
road toward cancer will be of any significance—they will 
also be almost the only ones detectable even in principle. 

From a wide variety of sources it becomes evident that 
the change from a normal cell to a cancer cell is rarely if 
ever a single step. This is perhaps equivalent to saying 
that every normal cell in the body is played on by multiple 
controls, and that more than one of these controls must 
be abrogated to allow unrestrained or excessive growth. 


There is first the clinical evidence of pre-cancerous 
changes in organs like breast, prostate, or skin. Benign 
hyperkeratoses are very common in the human skin. It is 
usual, too, to find that recurrences are more malignant than 
the tumour removed and that tumours held temporarily 
in check by hormonal treatment or irradiation always 
eventually break away from control. Later we shall mention 
the interesting relationship between age and incidence of 
cancer in various organs which points strongly in this 
direction. 

At the experimental level the work of Berenblum and 
Shubik (1949) on the process of carcinogenesis in mice is 
relevant. They found that a brief treatment of the skin 
with a standard carcinogenic hydrocarbon would produce 
no tumours. If, however, the areas were subsequently 
treated for a prolonged period with croton oil, itself non- 
carcinogenic, tumours arose in numbers approximately pro- 
portional to the concentration of the carcinogen used. One 
essential step was induced by the carcinogen, but the so- 
called co-carcinogenic action of the croton oil was necessary 
to allow any manifest expression—that is, to induce or pro- 
vide conditions for the appearance of some further change 
or changes. 

Once a cancer has reached the stage of being trans- 
plantable to other individual hosts, the essential! changes 
have taken place and any subsequent changes are, strictly 
speaking, irrelevant to the problem of the genesis of cancer. 
Nevertheless many changes do take place in the course of 
transplantation experiments, and it is logical to believe that, 
with due reservation, these changes are likely to be of the 
same general quality as those associated with the change 
from normal cells to cells recognizable as cancerous. 


Perhaps the outstanding recent feature of work on trans- 
plantation has been the recognition that all populations of 
cancer cells are heterogenous and subject to the processes of 
mutation and selective survival. There are two main lines 
of evidence. The first is in regard to the process by which 
a tumour strain can extend its virulence to other hosts. The 
second is concerned with the changes observed in response 
to agents being tested for therapeutic potentialities. 


Koprowski’s experiments may be mentioned as typical of 
a number of situations where selective survival of a frac- 
tion of a tumour cell population occurs. He tested mice 
of one strain (ICR) which had been inoculated in utero 
with blood from another strain (C3H) for their susceptibility 
to an ascites tumour grown in C3H and to which ICR were 
normally resistant. Tolerance was found to be present, but 
after a few passages in tolerant hosts the prior manipulation 
became unnecessary. The ascites tumour strain now grew in 
all mouse strains tested as well as in ICR and C3H. It 
appears that tolerance was only partial but allowed sufficient 
proliferation to let a process of selective survival come into 
play by which a substrain that had lost further antigenic 
markers came into dominance. 

Almost identical types of result are obtainable by experi- 
ments in which tumours are enabled to grow in foreign hosts 
by making use of some other artifice to weaken the normal 
immunological resistance, Stewart (1954) used inoculation 
of newborn mice to adapt a strain of leukaemia to foreign 
hosts. Earlier Krebs (1943) had adapted a lymphosarcoma 
by inoculating mice whose resistance had been diminished 
by x-radiation. In each instance once the strain had been 
persuaded to grow in the immunologically weakened host 
it became capable of transplantation to the normal grown 
animal of the previously resistant genotype. 

Hauschka (1953) has elaborated this point of view from 
his studies of ascites tumours. These often show in associa- 
tion with an extension in range of host a change in the 
distribution of chromosome numbers in the cells from 
diploid to heteroploid. He showed that a small fraction of 
heteroploid cells in a tumour could be concentrated by 
propagation in a partially incompatible host. In his view 
loss of transplantation specificity is a result of immuno- 
logical selection of cell types with least antigenicity amongst 
the available chromosomal variants. The possibility that 
the selection is rather for cell types which are unduly 
resistant to the destructive action of immunological pro- 
cesses must also be considered. 

When transplantable tumours are exposed to therapeutic 
concentrations of radiations or antimetabolites it is the 
rule to find the eventual appearance of resistant tumour 
strains. Law (1952), working with mouse leukaemias, found 
that the tumour cell behaved in a fashion amazingly similar 
to what is observed in regard to drug fastness in bacteria. 
It could be shown in classical fashion that resistance was not 
induced by the agent but that its appearance was due to the 
selective survival of small numbers of mutants present in the 
pre-existent population. 

A similar situation obtains when pituitary tumours are 
induced by radiothyroidectomy. Furth (1954)transplanted 13 
such tumours, finding that primary passage was possible only 
in thyroidectomized recipients. On continued transfer, how- 
ever, most of them became autonomous and capable of 
growth in normal mice. Here again we have the selection 
of an appropriate mutant by the conditions in which the 
population is compelled to grow. 

From many directions, therefore, we find support for the 
working hypothesis that the development of malignancy is 
the result of a biological process in which successive muta- 
tions occur in cells capable of continued proliferation, by 
which a certain advantage is gained. If cell A mutates to 
A', and A’ has a slight advantage over A, there will be a 
gradual conversion of at least some regions from a population 
of A to one of A‘. If mutation A’ is much more likely to 
occur in A‘ than in A and A* more likely in A’ than in the 
others, then we develop a situation that may be very 
relevant to the behaviour of spontaneous cancer in men and 
mice. 

There is some reason for guessing that on the average 
about six controls would need to be abrogated before a cell 
with the full characteristics of malignancy would emerge. 
The process is shown in the accompanying Diagram, which 
represents an epithelial layer derived from constantly pro- 
liferating basal cells. While these are normal there is no 
reason to postulate any deviation from the rule that each 
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the background of normal controls, a specially important 
type being the proliferative response to certain virus infec- 
tions. This is the basis for the great amount of work and 
speculation that is associated with the virus theory of cancer, 
and it is best discussed in relation to that theme 

The various mechanisms which are concerned in 
embryonic morphogenesis must undoubtedly be relevant, 
but it would be hopeless for anyone not personally familiar 
with the field to attempt to draw general principles from 
their complexities. 

One field, however, may be mentioned because it indicates 
very clearly the concept of control by mutual interactions 
of cells with which we are primarily concerned. In all 
vertebrates it appears that cells concerned with pigmenta- 
tion are derived from a special group of ectodermal cells, 
the neural crest. At appropriate periods in embryonic life 
these cells pass to the various sites where melanoblasts will 
eventually be functionally active. 

This migration provides extensive opportunities for experi- 
mental study of the process. Weiss and Andres (1952), for 
instance, injected embryonic cells, including melanoblasts, 
intravenously in chick embryos of a non-pigmented strain. 
They found that donor melanoblasts proliferated and pro- 
duced melanin granules of the sort corresponding to their 
genotype only in locations in the host where they would 
normally have produced pigment in a bird of the donor 
strain. 

By appropriate experimental action the normal supply of 
melanoblasts can be prevented from reaching an area of 
chick embryo skin. If this skin is now transplanted to 
replace an area of skin on a normal embryo it is rapidly 
and freely invaded by adjacent melanoblasts. This does not 
occur if the graft is of normal skin (Rawles, 1944) 

There can be little doubt that migration of the primary 
melanoblasts is directed by processes involving mutual cell 
contact and that the sites of their functional proliferation 
are also determined in this fashion. The extent of their 
multiplication is also clearly related to processes involving 
the cell community and not by any self-limitation in their 
capacity to multiply 

All that need be attempted here is to apply some of the 
ideas drawn by Weiss from such studies to some aspects of 
tissue interactions at the immunological level that seem 
likely to be specially relevant to neoplastic phenomena. Ina 
recent discussion (Burnet, 1956), | have tried to make use of 
Weiss's concept of complementary interaction between cell 
surfaces to broaden the idea of immunological “ self- 
markers.” 


The Immunological Approach 


The essence of the self-marker hypothesis (Burnet and 
Fenner, 1949) is that at a late stage in embryonic life the 
scavenging cell system of the body (reticulo-endothelial cells, 
etc.) is conditioned to recognize as self-components certain 
potentially antigenic constituents of the expendable cells of 
the body. A variety of foreign potential antigens which by 
accident or experimental manipulation may be present at 
the relevant time will also be recognized as self. They 
will then become part of that class of substances which 
are incapable of acting as antigens in the conditioned 
animal. 

The observational and experimental basis for this con- 
cept is now extensive. The clearest evidence is in regard 
to tolerance of cells which are antigenically distinct but 
derived from another individual of the same species. Here 
complete tolerance can readily be demonstrated from twin 
studies in cattle, sheep, chickens, and one human case. In 
all these instances red-cell chimeras have been shown to 
persist indefinitely. In addition, Anderson ef al. (1951) 
showed that non-identical bovine twins (with a common 
placental circulation during foetal life) were receptive to 
mutual interchange of skin grafts. Billingham ef al. (1956) 
showed experimentally that inoculation of cells from a 
homozygous strain of mice B into late foetuses of strain A 


resulted in tolerance of the grown mice for skin transplants 
from a B mouse. This tolerance was specific, being con- 
fined to skin grafts from strain B. 

In all these examples we have the probability that the 
tolerant condition is associated with the continuing survival 
of the genetically heterologous cells in the body. Just as 
accelerated homograft immunity is produced only by ex- 
perience of living cells, it may also be claimed that immuno- 
logical tolerance of this type is dependent on the persisting 
foreign cells which are capable of “ mopping up” any 
antibody that may be produced. 

A variety of evidence, however, is strongly against this 
view. The most cogent experimental result is also due to 
Medawar’s group. If a tolerant white mouse of strain A 
carrying a healthy black patch of skin of strain B is left 
untreated, the patch of foreign skin will remain healthy for 
an indefinite time. If, however, lymph-node cells from a 
normal A mouse are inoculated into the tolerant mouse they 
are accepted and can function normally. Within three to 
four weeks an immune response results in the breakdown 
and rejection of the black graft. This observation has two 
very important implications. 

In the first place it shows that something has happened 
to condition the scavenging cells of the tolerant host which 
does not apply to similar cells reaching the body of the 
grown mouse. There can be no question of antibody against 
B cells being produced and absorbed or diverted by persist- 
ing B cells from the modifying prenatal injection. 

In the second place it is clear that B cells in the tolerant 
mouse are liberating something which can stimulate un- 
conditioned cells to produce a specific and destructive 
immune response. Everything suggests that what is liber- 
ated is the same antigen as is responsible for homograft 
immunity. Since purely epithelial skin grafts can provoke 
homograft immunity there is reasonable certainty that both 
the conditioning cells and the tolerated graft are contribut- 
ing amounts of the antigen. In the tolerant animal this 
antigen is accepted as self—there is no immune response— 
but if normal lymph node tissue is made available the 
standard immune response occurs. Medawar ef al, have 
found that a labile non-cellular antigen can be extracted 
from nuclei which will provoke homograft immunity. It 
seems highly probable that the same antigen, provisionally 
characterized as a’ DNA-protein complex, is the one con- 
cerned in provoking immunological tolerance. 

From the point of view of cellular control in its relation 
to cancer the important aspect of these results is the indica- 
tion that cells of many types are constantly liberating “ self- 
markers” into the lymph and blood circulations. A hint 
of the way in which these markers may act is contained 
in the finding by Ebert (1954) that, when an animal is grafted 
with a tissue from a donor treated with an appropriate 
radio-isotope, labelled molecules “ larger than amino-acids ” 
pass selectively to the corresponding organ of the host. At 
the present time we have no more than hints that these 
specific agents have a control function, but those hints are 
insistent, and Green (1954) has built an interesting immuno- 
logical theory of cancer by elaborating them. This will be 
discussed in a later section. 


I. THE SIGNIFICANCE OF SOMATIC 
MUTATION 


There is every reason to believe that mutation is at least 
as frequent in somatic cells as in the germ cells. Somatic 
mutation has been studied particularly in plants, where the 
phenomena of continuous growth make its effects more 
readily demonstrated than in the higher animals. In insects 
body colour mosaics due to somatic mutation at early stages 
of differentiation are not infrequent. In mammals most of 
the evidence for somatic mutation comes from studies in 
tumour pathology. 

The essential difference between a mutation eccurring in 
a germ cell and a similar process in a somatic cell depends 
simply on the extent and distribution of the cells descendant 
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from that in which the mutation occurred. A germ-cell 
mutation can potentially influence all the body cells of all 
those individuals who receive the modified allele in ques- 
tion. A somatic mutation can influence only those body 
cells which directly descend from the mutant cell. A muta- 
tion of any sort in a nerve cell can have no influence on 
any other cells but itself; a mutation in a cell giving rise 
to highly expendable descendants may have wider infiuence. 
Any mutation is, according to current opinion, an indi- 
vidual event occurring at a limited region of the genetic 
mechanism of a single cell, The potential effect of the 
mutation may be almost anything, although the chance of 
one type of specific damage will be more or less frequent 
than that of another. 

From the practical point of view, however, we have to 
remember that every tissue is made up of many thousands 
or millions of cells. A modification of one cell or of any 
small proportion of the order characteristic of mutation— 
that is, 1:10° per cell life—will have no detectable effect 
on the function of the tissue unless one condition is ful- 
filled. This is that the mutation results in a differential 
survival advantage for descendants of the mutant cell as 
compared with the descendants of normal cells. In other 
words, somatic mutation in higher animals is of no signi- 
ficance whatever unless it results in the loss or change of 
some quality which frees it in part from the normal control 
on its capacity to reproduce. Only mutations along the 
road toward cancer will be of any significance—they will 
also be almost the only ones detectable even in principle. 

From a wide variety of sources it becomes evident that 
the change from a normal cell to a cancer cell is rarely if 
ever a single step. This is perhaps equivalent to saying 
that every normal cell in the body is played on by multiple 
controls, and that more than one of these controls must 
be abrogated to allow unrestrained or excessive growth. 

There is first the clinical evidence of pre-cancerous 
changes in organs like breast, prostate, or skin. Benign 
hyperkeratoses are very common in the human skin. It is 
usual, too, to find that recurrences are more malignant than 
the tumour removed and that tumours held temporarily 
in check by hormonal treatment or irradiation always 
eventually break away from control. Later we shall mention 
the interesting relationship between age and incidence of 
cancer in various organs which points strongly in this 
direction. 

At the experimental level the work of Berenblum and 
Shubik (1949) on the process of carcinogenesis in mice is 
relevant. They found that a brief treatment of the skin 
with a standard carcinogenic hydrocarbon would produce 
no tumours. If, however, the areas were subsequently 
treated for a prolonged period with croton oil, itself non- 
carcinogenic, tumours arose in numbers approximately pro- 
portional to the concentration of the carcinogen used. One 
essential step was induced by the carcinogen, but the so- 
called co-carcinogenic action of the croton oil was necessary 
to allow any manifest expression—that is, to induce or pro- 
vide conditions for the appearance of some further change 
or changes. 

Once a cancer has reached the stage of being trans- 
plantable to other individual hosts, the essential changes 
have taken place and any subsequent changes are, strictly 
speaking, irrelevant to the problem of the genesis of cancer. 
Nevertheless many changes do take place in the course of 
transplantation experiments, and it is logical to believe that, 
with due reservation, these changes are likely to be of the 
same general quality as those associated with the change 
from normal cells to cells recognizable as cancerous. 


Perhaps the outstanding recent feature of work on trans- 
plantation has been the recognition that all populations of 
cancer cells are heterogenous and subject to the processes of 
mutation and selective survival. There are two main lines 
of evidence. The first is in regard to the process by which 
a tumour strain can extend its virulence to other hosts. The 
second is concerned with the changes observed in response 
to agents being tested for therapeutic potentialities. 


Koprowski's experiments may be mentioned as typical of 
a number of situations where selective survival of a frac- 
tion of a tumour cell population occurs. He tested mice 
of one strain (ICR) which had been inoculated in utero 
with blood from another strain (C3H) for their susceptibility 
to an ascites tumour grown in C3H and to which ICR were 
normally resistant. Tolerance was found to be present, but 
after a few passages in tolerant hosts the prior manipulation 
became unnecessary. The ascites tumour strain now grew in 
all mouse strains tested as well as in ICR and C3H. It 
appears that tolerance was only partial but allowed sufficient 
proliferation to let a process of selective survival come into 
play by which a substrain that had lost further antigenic 
markers came into dominance. 

Almost identical types of result are obtainable by experi- 
ments in which tumours are enabled to grow in foreign hosts 
by making use of some other artifice to weaken the normal 
immunological resistance. Stewart (1954) used inoculation 
of newborn mice to adapt a strain of leukaemia to foreign 
hosts. Earlier Krebs (1943) had adapted a lymphosarcoma 
by inoculating mice whose resistance had been diminished 
by x-radiation. In each instance once the strain had been 
persuaded to grow in the immunologically weakened host 
it became capable of transplantation to the normal grown 
animal of the previously resistant genotype. 

Hauschka (1953) has elaborated this point of view from 
his studies of ascites tumours. These often show in associa- 
tion with an extension in range of host a change in the 
distribution of chromosome numbers in the cells from 
diploid to heteroploid. He showed that a small fraction of 
heteroploid cells in a tumour could be concentrated by 
propagation in a partially incompatible host. In his view 
loss of transplantation specificity is a result of immuno- 
logical selection of cell types with least antigenicity amongst 
the available chromosomal variants. The possibility that 
the selection is rather for cell types which are unduly 
resistant to the destructive action of immunological pro- 
cesses must also be considered. 

When transplantable tumours are exposed to therapeutic 
concentrations of radiations or antimetabolites it is the 
rule to find the eventual appearance of resistant tumour 
strains. Law (1952), working with mouse leukaemias, found 
that the tumour cell behaved in a fashion amazingly similar 
to what is observed in regard to drug fastness in bacteria. 
It could be shown in classical fashion that resistance was not 
induced by the agent but that its appearance was due to the 
selective survival of small numbers of mutants present in the 
pre-existent population. 

A similar situation obtains when pituitary tumours are 
induced by radiothyroidectomy. Furth (1954)transplanted 13 
such tumours, finding that primary passage was possible only 
in thyroidectomized recipients. On continued transfer, how- 
ever, most of them became autonomous and capable of 
growth in normal mice. Here again we have the selection 
of an appropriate mutant by the conditions in which the 
population is compelled to grow. 

From many directions, therefore, we find support for the 
working hypothesis that the development of malignancy is 
the result of a biological process in which successive muta- 
tions occur in cells capable of continued proliferation, by 
which a certain advantage is gained. If cell A mutates to 
A’, and A’ has a slight advantage over A, there will be a 
gradual conversion of at least some regions from a population 
of A to one of A’. If mutation A’ is much more likely to 
occur in A‘ than in A and A* more likely in A’ than in the 
others, then we develop a situation that may be very 
relevant to the behaviour of spontaneous cancer in men and 
mice. 

There is some reason for guessing that on the average 
about six controls would need to be abrogated before a cell 
with the full characteristics of malignancy would cmerge. 
The process is shown in the accompanying Diagram, which 
represents an epithelial layer derived from constantly pro- 
liferating basal cells. While these are normal there is no 
reason to postulate any deviation from the rule that each 
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basal cell produces only the pillar of cells reaching from it 
to the surface, where desquamation occurs. A mutation A’ 
may, however, result in a progressively wider column of cells 
with the character of mutant A‘ developing. When these 
cells become sufficiently numerous, the possibility of a 
second mutation becomes steadily greater and eventually 
new columns of cells lacking two controls will appear. The 
process will con- 
tinue indefinitely 
until perhaps when 
the sixth type of 
mutation occurs we 
have the initiation 
of a focus of frank 
cancer. As Armit- 
age and Doll 
(1954) have pointed 
out, this is the type 
of process which 
would give rise to 
the very constant 
and significant 
mathematical rela- 
tionship that 
governs the age in- 
cidence of death 
from cancer in 
human beings. 
The frequency of 


Diagram to illustrate the possible way 
y 
could cancer in genera 
derived from constantly proliferating @4 of cancer of 
basal cells (see text). most important 
sites increases 
rapidly with age, and it is convenient to use a logarithmic 
scale to show the change in a compact and convenient form. 
With the usual time scale such a graph shows a gentle con- 
cavity downwards. If, however, the age scale is arranged 
logarithmically so that the intervals 10-20, 20-40, 40-80 
have equal value. then the curves fall on straight lines. Ex- 
ceptions have been discussed by Metcalfe (1955), notably 
cancer of the prostate, which shows a much steeper slope, 
and cancer of the ovary, which flattens after the age of 50. 
Where the incidence of a type of cancer has increased rapidly 
in the last 50 years. as is the case with bronchial carcinoma, 
a more complex relation holds. With these exceptions the 
curves are very uniform in slope and very close approxima- 
tions to straight lines in America, Britain, and Australia. 

The first explanation offered by Fisher and Holloman 
(1951) was based on the hypothesis that only one mutational 
step was necessary but that cancer did not develop ualess 
a number of mutated cells found themselves in juxtaposi- 
tion. If one mutational change occurs in random fashion 
throughout life and overt malignancy develops only when 
seven potentially cancerous cells are contiguous, then the 
observed age incidence would be expected. The interpreta- 
tion offered by Armitage and Doll (1954), however, appears 
to be more in line with the clinical and experimental 
character of malignant change. They suggested that the 
observed log-log relationship would obtain if for the 
development of cancer a sequence of six to seven changes 
in the initiating cell are required. If a cancer cell is the end- 
result of a series of six or seven successive mutations, then, 
provided that the probability of the occurrence of each 
mutation remains constant throughout life and that each 
mutation is a relatively rare event, the age incidence of 
cancer would be as observed. 

To express the situation in non-mathematical terms we 
can say that with increasing age more and more patches of 
cells in expendable tissues are the offspring of cells which 
have undergone more than one mutation in the line of pro- 
gression to cancer. Perhaps a very clear indication of this 
is to look at the skin on the back of the hand of an elderly 
man and note its mosaic of colour and texture. Cowdry 
(1955) has treated these changes of skin epidermis with age 
in some detail, and though he does not specifically state that 


he regards the changes as mutational in origin, this is 
virtually implicit in his summary of the main changes, which 
include: increased thickness of epidermis in some areas, 
lessened thickness in others, diminution in hairs, sweat 
and sebaceous glands, patchy areas of hypo- and hyper- 
mineralization, occasional marked hypertrophy of single 
hairs. There are probably invisible mosaics of similar 
character in many other parts of the ageing body. 

There is an interesting clinical implication of the somatic 
mutation theory of neoplastic change, particularly in the 
form envisaged by Armitage and Doll. It is a cardinal point 
of the theory that only if a mutation results in the loss of 
some structure or function by which general control over 
growth is exercised will the descendants of the mutated cell 
become sufficiently numerous to produce clinically or chemi- 
cally detectable effects. The commonest effects will, of 
course, be those resulting directly from malignant growth 
of the cell descendants concerned. There should, however, be 
occasional opportunities for mutations not themselves lead- 
ing to or toward malignancy to become manifest because 
they have occurred in a cell line which has also become 
malignant. 

Macroglobulinaemia (see Mackay, 1956) is a relatively rare 
condition found in elderly patients in which the blood con- 
tains an abnormal globulin of very high molecular weight. 
It is always associated with a gross replacement of the bone 
marrow by lymphocyte-like cells which are clearly neoplastic 
and which in a small proportion of cases give a blood pic- 
ture hardly distinguishable from chronic lymphatic leuk- 
aemia. Whenever the abnormal proteins from different 
cases of macroglobulinaemia have been compared they have 
shown sharp individual antigenic differences (Habich, 1953 ; 
Kanzow, 1954). Immunologically, and therefore genetically, 
the appearance of a capacity to produce macroglobulins in 
excess cannot be directly related to the changes resulting in 
gross proliferation of the pathological lymphocytes. The 
only reasonable interpretation is that in each case an in- 
dependent mutation has occurred in the cell line from which 
the neoplastic cells have sprung. No other explanation 
seems capable of covering the facts, notably the rarity of the 
condition, its age incidence, and the heterogenous character 
of the abnormal protein. 


Possibility of Directed Mutation 


Mutation, whether occurring spontaneously or under the 
influence of mutagenic radiation, is regarded as a random 
occurrence, striking any given cell at random (a zero order 
reaction) and producing mutations of varied type, although 
for our present purposes only those associated with selective 
growth are observable. There is now, however, a fairly 
long list of chemical agents which can be called mutagenic 
on the basis of experiments on one or other form of organ- 
ism, Drosophila and Bact. coli being the favourite test 
objects. These include a number of carcinogens, mustard 
gas and nitrogen mustard being the best documented. It is 
a necessary weakness of experimental work on mutagens 
that in general only rather gross mutations are recognizable, 
and, as might be expected, most of the known mutagens 
are toxic to cells at the stage of division and show a capacity 
to produce visible abnormalities in the chromosomes. 
More subtle changes may well be missed by current 
methods. 

The observations and deductions of Bird and Fahmy 
(1952), who studied changes produced in the salivary 
chromosomes of Drosophila, suggest that carcinogens, like 
the diepoxybutane they used, may act to produce minor 
degrees of chromosome damage. They found a high pro- 
portion of minor deficiencies in the band pattern of the 
chromosomes of treated larvae ; these varied from defects 
in staining properties to complete absence of a band. They 
suggested that the findings were best interpreted as due to 
chemical damage of the molecular pattern of a gene which 
prevents its normal replication. 

As in every other natural situation, the effect of a muta- 
gen is observable only under a limited range of conditions. 
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If we have a somatic mutagen acting on a mammalian 
body cell a mutant character can be recognized only under 
one of two conditions: (1) it may itself provide an oppor- 
tunity for the cell concerned to produce more descendants 
than its unmutated congeners ; or (2) it is associated either 
randomly or necessarily with another mutational change 
allowing selective overgrowth of descendants, Examples 
of the second class may be found in the variety of rare 
pathological conditions in which antigenically atypical pro- 
teins appear in the serum in association with a variety of 
neoplastic changes, including myeloma and lymphatic 
leukaemia. 

The problem of the aetiology of cancer or of the mechan- 
ism of experimental carcinogenesis may represent essentially 
a choice between three alternatives. In each it is accepted 
that the malignant cancer cell is genetically different from 
the normal cell from which it is derived. 

1. Is “ mutation” produced by direct damage to chromo- 
somal material altering the genetic code in random fashion ? 
Those mutations which “release” a control against exces- 
sive growth will prosper, others will have unobservable 
results. 

2. Are mutations always occurring and the effect of the 
carcinogen merely to provide, by its combined stimulation 
of destruction and regeneration, large numbers of cells in 
which mutations can occur and a specially suitable environ- 
ment for any cell with a mutation appropriate for differ- 
ential overgrowth in the special local environment provided 
by the carcinogen ? 

3. Does the carcinogen, acting on some key cellular 
component x, render x non-functional by combining with 
it, and, by one or other causal mechanism, induce the cell 
or its descendants to undergo a genetic change by which 
the component x is no longer produced ? One can imagine 
that a persistent demand for x, owing to its inactivation as 
soon as it is produced, might in some way lead to damage 
of the gene controlling the specific pattern of x. 

Unfortunately it appears to be extremely difficult to find 
an experimental choice between the three alternatives, the 
main difficulty being that by the nature of the material 
we are precluded from being able to assess what other types 
of mutations are occurring. The type of experiment which 
might be expected to throw some light on the matter is that 
used by Berenblum and Shubik (1949) to demonstrate the 
co-carcinogenic action of croton oil on mice. Here only a 
single application of a carcinogenic hydrocarbon is needed 
to allow the eventual development under prolonged croton 
oil treatment of foci of neoplasia in numbers approximately 
proportional to the concentration used of the primary 
carcinogen. Here it becomes almost impossible to assume 
that the initiating carcinogen did no more than make use 
of spontaneously occurring mutations. Somehow or other 
the primary agent rendered a cell and/or its descendants 
susceptible to the co-carcinogenic action of the croton oil. 

Of the suggestions that have been made to account for 
the action of carcinogens in producing what is at least an 
equivalent of somatic mutation, one of the most interesting 
is Green’s (1954) immunological theory of cancer. This 
makes some use of the self-marker concept of antibody 
production and immunological tolerance described earlier. 
Prior to Green’s work, immunological ideas were called 
in, in cancer research, only in discussions of the pheno- 
mena of transplantable tumours. It was well known that 
on first appearance a spontaneous tumour will be trans- 
plantable only to mice homozygous with that in which it 
appeared. After it has been thoroughly adapted to trans- 
plantation within the pure strain, it will often be found 
possible, by one artifice or another, to obtain growth in 
another strain of mice. Eventually it may be possible to 
obtain a tumour which is transplantable to and grows 
freely in any strain of mice. 

It is the orthodox opinion, which is backed by a variety 
of immunological evidence, that the basic reason for failure 
to grow in a heterologous strain is the immune response of 
the new host to the foreign marker antigens in the graft. 


If these marker antigens are lost the tumour develops a 
progressively wider range of transplantability, As this 
change is also associated in general with an increase ip the 
other aspects which measure intensity of malignancy, it is 
a natural extrapolation to think whether loss of markers is 
not the primary determinant of malignancy. 

Green developed his approach from the finding that cer- 
tain non-carcinogenic hydrocarbons could render mice non- 
receptive to transfer of tumours which they would other- 
wise accept. He believed that a carcinogenic hydrocarbon 
acted by combining with one of the characteristic antigens 
of the cell type involved and so producing a new antigenic 
pattern and provoking an immune response against the modi- 
fied cells. If a somatic mutation occurred by which a cell 
lost the marker with which the carcinogen could unite, 
this would give the cell an advantage, since it would not 
now be damaged by the immune response. If in addition 
the loss of the marker represented the loss of one of the 
points necessary for the organism's control the cell would 
be on the road to the development of malignancy. On 
this view the wide variation in the nature of carcinogenic 
molecules, and the equally wide disparity in the species 
and tissues susceptible to their action, depends essenually 
on the accident of specific capacity to combine with the 
pattern characteristic of a marker molecule. 

Observations which may be highly relevant to this hypo- 
thesis concern the production of hepatomas in rats by 
administration of butter yellow and similar azo dyes. Here 
it has been shown that the dye, or derivatives thereof, is 
bound firmly to a liver protein which is found in the soluble 
fraction of homogenates and migrates slowly in electro- 
phoresis. A single type of protein seems to be responsible 
for holding about 80% of the bound dye. When hepatomas 
develop they contain no protein-bound dve, and their con- 
tent of the group of liver proteins concerned is much lower 
than in normal liver tissue. Dyes of this type have a 
variety of damaging effects on the liver, and small areas ef 
regenerating cells arise, from some of which hepatomas 
eventually develop. 

The suggestion that a specific protein is lost in the process 
is strongly supported by the immunological work of Weiler 
(1956). He showed that hepatoma cells contained very 
little or no specific liver antigen, and, by using Coons’s 
fluorescent antibody technique, detected a series of changes 
in livers of rats fed the dye. In the earlier stages islets 
of cells developed which fluoresced less brightly than the 
normal liver cells surrounding them when stained with a 
specific anti-rat-liver serum. We thus have evidence of a 
series of changes involving the progressive loss of protein 
capable of binding dye products and, concomitantly, a 
series of changes in immunological character. As Green 
points out, these findings recall the fact that carcinogenic 
hydrocarbons are also bound early to proteins in epithelial 
cells of treated skin, but the fluorescence which evidences 
this binding is not seen in developed cancer cells, 

It seems unlikely that we are dealing here only with 
the selection of random mutations, Even with associated 
damage and destruction with much regeneration of cells the 
speed of mutation would need to be greatly accelerated 
to account for the results. The possible interpretations are: 


1. Spontaneous undirected mutation in cells rendered highly 
susceptible to mutation by the agent used. 

2. Heightened selection against cells carrying the component 
with which the carcinogenic agent reacts. The only likely sugges- 
tion is Green's, that the action of the carcinogen creates a new 
(and foreign) antigen which provokes an antibody response. This 
will thus provide a specific selective agent acting against cells 
capable of binding the carcinogen. When such a mutation 
occurs it will have a high probability of giving descendants which 
will replace or overgrow the normal form. 

3. By a mechanism perhaps related to what must be assumed 
to occur in the process of differentiation during deveiopment, 
specific mutations by loss occur when a functioning entity in the 
cell is unable to exercise that function, These result in the in- 
hibition or disappearance of the genetic mechanism c 
with that function. 
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basal cell produces only the pillar of cells reaching from it 
to the surface, where desquamation occurs. A mutation A’ 
may, however, result in a progressively wider column of cells 
with the character of mutant A‘ developing. When these 
cells become sufficiently numerous, the possibility of a 
second mutation becomes steadily greater and eventually 
new columns of cells lacking two controls will appear. The 
process will con- 
tinue indefinitely 
until perhaps when 
the sixth type of 
mutation occurs we 
have the initiation 
of a focus of frank 
cancer. As Armit- 
age and Doll 
(1954) have pointed 
out, this is the type 
of process which 
would give rise to 
the very constant 
and significant 
mathematical rela- 
tionship _ that 
governs the age in- 
cidence of death 
from cancer in 
Diagram to illustrate the possible way human beings. 
r 
of on epithelial cell — = general 
derived from constantly proliferating 94 of cancer of 
basal cells (see text). most important 
sites increases 
rapidly with age, and it is convenient to use a logarithmic 
scale to show the change in a compact and convenient form. 
With the usual time scale such a graph shows a gentle con- 
cavity downwards. If, however, the age scale is arranged 
logarithmically so that the intervals 10-20, 20-40, 40-80 
have equal value. then the curves fall on straight lines. Ex- 
ceptions have been discussed by Metcalfe (1955), notably 
cancer of the prostate, which shows a much steeper slope, 
and cancer of the ovary, which flattens after the age of 50. 
Where the incidence of a type of cancer has increased rapidly 
in the last 50 years, as is the case with bronchial carcinoma, 
a more complex relation holds. With these exceptions the 
curves are very uniform in slope and very close approxima- 
tions to straight lines in America, Britain, and Australia. 


The first explanation offered by Fisher and Holloman 
(1951) was based on the hypothesis that only one mutational 
step was necessary but that cancer did not develop ualess 
a number of mutated cells found themselves in juxtaposi- 
tion. If one mutational change occurs in random fashion 
throughout life and overt malignancy develops only when 
seven potentially cancerous cells are contiguous, then the 
observed age incidence would be expected. The interpreta- 
tion offered by Armitage and Doll (1954), however, appears 
to be more in line with the clinical and experimental 
character of malignant change. They suggested that the 
observed log-log relationship would obtain if for the 
development of cancer a sequence of six to seven changes 
in the initiating cell are required. If a cancer cell is the end- 
result of a series of six or seven successive mutations, then, 
provided that the probability of the occurrence of each 
mutation remains constant throughout life and that each 
mutation is a relatively rare event, the age incidence of 
cancer would be as observed. 

To express the situation in non-mathematical terms we 
can say that with increasing age more and more patches of 
cells in expendable tissues are the offspring of cells which 
have undergone more than one mutation in the line of pro- 
gression to cancer. Perhaps a very clear indication of this 
is to look at the skin on the back of the hand of an elderly 
man and note its mosaic of colour and texture. Cowdry 
(1955) has treated these changes of skin epidermis with age 
in some detail, and though he does not specifically state that 


he regards the changes as mutational in origin, this is 
virtually implicit in his summary of the main changes, which 
include: increased thickness of epidermis in some areas, 
lessened thickness in others, diminution in hairs, sweat 
and sebaceous glands, patchy areas of hypo- and hyper- 
mineralization, occasional marked hypertrophy of single 
hairs. There are probably invisible mosaics of similar 
character in many other parts of the ageing body. 

There is an interesting clinical implication of the somatic 
mutation theory of neoplastic change, particularly in the 
form envisaged by Armitage and Doll. It is a cardinal point 
of the theory that only if a mutation results in the loss of 
some structure or function by which general control over 
growth is exercised will the descendants of the mutated celt 
become sufficiently numerous to produce clinically or chemi- 
cally detectable effects. The commonest effects will, of 
course, be those resulting directly from malignant growth 
of the cell descendants concerned. There should, however, be 
occasional opportunities for mutations not themselves lead- 
ing to or toward malignancy to become manifest because 
they have occurred in a cell line which has also become 
malignant. 

Macroglobulinaemia (see Mackay, 1956) is a relatively rare 
condition found in elderly patients in which the blood con- 
tains an abnormal globulin of very high molecular weight. 
It is always associated with a gross replacement of the bone 
marrow by lymphocyte-like cells which are clearly neoplastic 
and which in a small proportion of cases give a blood pic- 
ture hardly distinguishable from chronic lymphatic leuk- 
aemia. Whenever the abnormal proteins from different 
cases of macroglobulinaemia have been compared they have 
shown sharp individual antigenic differences (Habich, 1953 ; 
Kanzow, 1954). Immunologically, and therefore genetically, 
the appearance of a capacity to produce macroglobulins in 
excess cannot be directly related to the changes resulting in 
gross proliferation of the pathological lymphocytes. The 
only reasonable interpretation is that in each case an in- 
dependent mutation has occurred in the cell line from which 
the neoplastic cells have sprung. No other explanation 
seems capable of covering the facts, notably the rarity of the 
condition, its age incidence, and the heterogenous character 
of the abnormal protein. 


Possibility of Directed Mutation 


Mutation, whether occurring spontaneously or under the 
influence of mutagenic radiation, is regarded as a random 
occurrence, striking any given cell at random (a zero order 
reaction) and producing mutations of varied type, although 
for our present purposes only those associated with selective 
growth are observable. There is now, however, a fairly 
long list of chemical agents which can be called mutagenic 
on the basis of experiments on one or other form of organ- 
ism, Drosophila and Bact. coli being the favourite test 
objects, These include a number of carcinogens, mustard 
gas and nitrogen mustard being the best documented. It is 
a necessary weakness of experimental work on mutagens 
that in general only rather gross mutations are recognizable, 
and, as might be expected, most of the known mutagens 
are toxic to cells at the stage of division and show a capacity 
to produce visible abnormalities in the chromosomes. 
More subtle changes may well be missed by current 
methods. 

The observations and deductions of Bird and Fahmy 
(1952), who studied changes produced in the salivary 
chromosomes of Drosophila, suggest that carcinogens, like 
the diepoxybutane they used, may act to produce minor 
degrees of chromosome damage. They found a high pro- 
portion of minor deficiencies in the band pattern of the 
chromosomes of treated larvae ; these varied from defects 
in staining properties to complete absence of a band. They 
suggested that the findings were best interpreted as due to 
chemical damage of the molecular pattern of a gene which 
prevents its normal replication. 

As in every other natural situation, the effect of a muta- 
gen is observable only under a limited range of conditions. 
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If we have a somatic mutagen acting on a mammalian 
body cell a mutant character can be recognized only under 
one of two conditions: (1) it may itself provide an oppor- 
tunity for the cell concerned to produce more descendants 
than its unmutated congeners ; or (2) it is associated either 
randomly or necessarily with another mutational change 
allowing selective overgrowth of descendants, Examples 
of the second class may be found in the variety of rare 
pathological conditions in which antigenically atypical pro- 
teins appear in the serum in association with a variety of 
neoplastic changes, including myeloma and lymphatic 
leukaemia, 

The problem of the aetiology of cancer or of the mechan- 
ism of experimental carcinogenesis may represent essentially 
a choice between three alternatives. In each it is accepted 
that the malignant cancer cell is genetically different from 
the normal cell from which it is derived. 

1. Is “ mutation” produced by direct damage to chromo- 
somal material altering the genetic code in random fashion ? 
Those mutations which “release” a control against exces- 
sive growth will prosper, others will have unobservable 
results. 

2. Are mutations always occurring and the effect of the 
carcinogen merely to provide, by its combined stimulation 
of destruction and regeneration, large numbers of cells in 
which mutations can occur and a specially suitable environ- 
ment for any cell with a mutation appropriate for differ- 
ential overgrowth in the special local environment provided 
by the carcinogen ? 

3. Does the carcinogen, acting on some key cellular 
component x, render x non-functional by combining with 
it, and, by one or other causal mechanism, induce the cell 
or its descendants to undergo a genetic change by which 
the component x is no longer produced ? One can imagine 
that a persistent demand for x, owing to its inactivation as 
soon as it is produced, might in some way lead to damage 
of the gene controlling the specific pattern of x. 

Unfortunately it appears to be extremely difficult to find 
an experimental choice between the three alternatives, the 
main difficulty being that by the nature of the material 
we are precluded from being able to assess what other types 
of mutations are occurring. The type of experiment which 
might be expected to throw some light on the matter is that 
used by Berenblum and Shubik (1949) to demonstrate the 
co-carcinogenic action of croton oil on mice. Here only a 
single application of a carcinogenic hydrocarbon is needed 
to allow the eventual development under prolonged croton 
oil treatment of foci of neoplasia in numbers approximately 
proportional to the concentration used of the primary 
carcinogen. Here it becomes almost impossible to assume 
that the initiating carcinogen did no more than make use 
of spontaneously occurring mutations. Somehow or other 
the primary agent rendered a cell and/or its descendants 
susceptible to the co-carcinogenic action of the croton oil. 

Of the suggestions that have been made to account for 
the action of carcinogens in producing what is at least an 
equivalent of somatic mutation, one of the most interesting 
is Green’s (1954) immunological theory of cancer. This 
makes some use of the self-marker concept of antibody 
production and immunological tolerance described earlier. 
Prior to Green’s work, immunological ideas were called 
in, in cancer research, only in discussions of the pheno- 
mena of transplantable tumours. It was well known that 
on first appearance a spontaneous tumour will be trans- 
plantable only to mice homozygous with that in which it 
appeared. After it has been thoroughly adapted to trans- 
plantation within the pure strain, it will often be found 
possible, by one artifice or another, to obtain growth in 
another strain of mice. Eventually it may be possible to 
obtain a tumour which is transplantable to and grows 
freely in any strain of mice. 

It is the orthodox opinion, which is backed by a variety 
of immunological evidence, that the basic reason for failure 
to grow in a heterologous strain is the immune response of 
the new host to the foreign marker antigens in the graft. 


If these marker antigens are lost the tumour develops a 
progressively wider range of transplantability. As this 
change is also associated in general with an increase in the 
other aspects which measure intensity of malignancy, it is 
a natural extrapolation to think whether loss of markers is 
not the primary determinant of malignancy. 

Green developed his approach from the finding that cer- 
tain non-carcinogenic hydrocarbons could render mice non- 
receptive to transfer of tumours which they would other- 
wise accept. He believed that a carcinogenic hydrocarbon 
acted by combining with one of the characteristic antigens 
of the cell type involved and so producing a new antigenic 
pattern and provoking an immune response against the modi- 
fied cells. If a somatic mutation occurred by which a cell 
lost the marker with which the carcinogen could unite, 
this would give the cell an advantage, since it would not 
now be damaged by the immune response, If in addition 
the loss of the marker represented the loss of one of the 
points necessary for the organism's control the cell would 
be on the road to the development of malignancy. On 
this view the wide variation in the nature of carcinogenic 
molecules, and the equally wide disparity in the species 
and tissues susceptible to their action, depends essenually 
on the accident of specific capacity to combine with the 
pattern characteristic of a marker molecule. 

Observations which may be highly relevant to this hypo- 
thesis concern the production of hepatomas in rats by 
administration of butter yellow and similar azo dyes. Here 
it has been shown that the dye, or derivatives thereof, is 
bound firmly to a liver protein which is found in the soluble 
fraction of homogenates and migrates slowly in electro- 
phoresis. A single type of protein seems to be responsible 
for holding about 80% of the bound dye. When hepatomas 
develop they contain no protein-bound dve, and their con- 
tent of the group of liver proteins concerned is much lower 
than in normal liver tissue. Dyes of this type have a 
variety of damaging effects on the liver, and small areas ef 
Tegenerating cells arise, from some of which hepatomas 
eventually develop. 

The suggestion that a specific protein is lost in the process 
is strongly supported by the immunological work of Weiler 
(1956). He showed that hepatoma cells contained very 
little or no specific liver antigen, and, by using Coons’s 
fluorescent antibody technique, detected a series of changes 
in livers of rats fed the dye. In the earlier stages islets 
of cells developed which fluoresced less brightly than the 
normal liver cells surrounding them when stained with a 
specific anti-rat-liver serum. We thus have evidence of a 
series of changes involving the progressive loss of protein 
capable of binding dye products and, concomitantly, a 
series of changes in immunological character. As Green 
points out, these findings recall the fact that carcinogenic 
hydrocarbons are also bound early to proteins in epithelial 
cells of treated skin, but the fluorescence which evidences 
this binding is not seen in developed cancer cells. 

It seems unlikely that we are dealing here only with 
the selection of random mutations, Even with associated 
damage and destruction with much regeneration of cells the 
speed of mutation would need to be greatly accelerated 
to account for the results. The possible interpretations are: 


1. Spontaneous undirected mutation in cells rendered highly 
susceptible to mutation by the agent used. 

2. Heightened selection against cells carrying the component 
with which the carcinogenic agent reacts. The only likely sugges- 
tion is Green's, that the action of the carcinogen creates a new 
(and foreign) antigen which provokes an antibody response. This 
will thus provide a specific selective agent acting against cells 
capable of binding the carcinogen. When such a mutation 
occurs it will have a high probability of giving descendants which 
will replace or overgrow the normal form. 

3. By a mechanism perhaps related to what must be assumed 
to occur in the process of differentiation during development, 
specific mutations by loss occur when a functioning entity in the 
cell is unable to exercise that function, These result in the in- 
hibition or disappearance of the genetic mechanism c 
with that function. 
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basal cell produces only the pillar of cells reaching from it 
to the surface, where desquamation occurs. A mutation A’ 
may. however, result in a progressively wider column of cells 
with the character of mutant A‘ developing. When these 
cells become sufficiently numerous, the possibility of a 
second mutation becomes steadily greater and eventually 
new columns of cells lacking two controls will appear. The 
process will con- 
tinue indefinitely 
until perhaps when 
the sixth type of 
mutation occurs we 
have the initiation 
of a focus of frank 
cancer. As Armit- 
age and Doll 
(1954) have pointed 
out, this is the type 
of process which 
would give rise to 
the very constant 
and significant 
mathematical rela- 
tionship _ that 
governs the age in- 
cidence of death 
from cancer in 
Diagram to illustrate the possible way human beings. 
in which suck The frequency of 
vo re Cc ty 
derived from constantly proliferating 294 of cancer of 
basal cells (see text). most important 
sites increases 
rapidly with age, and it is convenient to use a logarithmic 
scale to show the change in a compact and convenient form. 
With the usual time scale such a graph shows a gentle con- 
cavity downwards. If, however, the age scale is arranged 
logarithmically so that the intervals 10-20, 20-40, 40-80 
have equal value. then the curves fall on straight lines. Ex- 
ceptions have been discussed by Metcalfe (1955), notably 
cancer of the prostate, which shows a much steeper slope, 
and cancer of the ovary, which flattens after the age of 50. 
Where the incidence of a type of cancer has increased rapidly 
in the last 50 years. as is the case with bronchial carcinoma, 
a more complex relation holds. With these exceptions the 
curves are very uniform in slope and very close approxima- 
tions to straight lines in America, Britain, and Australia. 

The first explanation offered by ‘isher and Holloman 
(1951) was based on the hypothesis that only one mutational 
step was necessary but that cancer did not develop ualess 
a number of mutated cells found themselves in juxtaposi- 
tion. If one mutational change occurs in random fashion 
throughout life and overt malignancy develops only when 
seven potentially cancerous cells are contiguous, then the 
observed age incidence would be expected. The interpreta- 
tion offered by Armitage and Doll (1954), however. appears 
to be more in line with the clinical and experimental 
character of malignant change. They suggested that the 
observed log-log relationship would obtain if for the 
development of cancer a sequence of six to seven changes 
in the initiating cell are required. If a cancer cell is the end- 
result of a series of six or seven successive mutations, then, 
provided that the probability of the occurrence of each 
mutation remains constant throughout life and that each 
mutation is a relatively rare event, the age incidence of 
cancer would be as observed. 

To express the situation in non-mathematical terms we 
can say that with increasing age more and more patches of 
cells in expendable tissues are the offspring of cells which 
have undergone more than one mutation in the line of pro- 
gression to cancer. Perhaps a very clear indication of this 
is to look at the skin on the back of the hand of an elderly 
man and note its mosaic of colour and texture. Cowdry 
(1955) has treated these changes of skin epidermis with age 
in some detail, and though he does not specifically state that 


he regards the changes as mutational in origin, this is 
virtually implicit in his summary of the main changes, which 
include: increased thickness of epidermis in some areas, 
lessened thickness in others, diminution in hairs, sweat 
and sebaceous glands. patchy areas of hypo- and hyper- 
mineralization, occasional marked hypertrophy of single 
hairs. There are probably invisible mosaics of similar 
character in many other parts of the ageing body. 

There is an interesting clinical implication of the somatic 
mutation theory of neoplastic change, particularly in the 
form envisaged by Armitage and Doll. It is a cardinal point 
of the theory that only if a mutation results in the loss of 
some structure or function by which general control over 
growth is exercised will the descendants of the mutated cel! 
become sufficiently numerous to produce clinically or chemi- 
cally detectable effects. The commonest effects will, of 
course, be those resulting directly from malignant growth 
of the cell descendants concerned. There should, however, be 
occasional opportunities for mutations not themselves lead- 
ing to or toward malignancy to become manifest because 
they have occurred in a cell line which has also become 
malignant. 

Macroglobulinaemia (see Mackay, 1956) is a relatively rare 
condition found in elderly patients in which the blood con- 
tains an abnormal globulin of very high molecular weight. 
It is always associated with a gross replacement of the bone 
marrow by lymphocyte-like cells which are clearly neoplastic 
and which in a small! proportion of cases give a blood pic- 
ture hardly distinguishable from chronic lymphatic leuk- 
aemia. Whenever the abnormal proteins from different 
cases of macroglobulinaemia have been compared they have 
shown sharp individual antigenic differences (Habich, 1953 ; 
Kanzow, 1954). Immunologically, and therefore genetically, 
the appearance of a capacity to produce macroglobulins in 
excess cannot be directly related to the changes resulting in 
gross proliferation of the pathological lymphocytes. The 
only reasonable interpretation is that in each case an in- 
dependent mutation has occurred in the cell line from which 
the neoplastic cells have sprung. No other explanation 
seems capable of covering the facts, notably the rarity of the 
condition, its age incidence, and the heterogenous character 
of the abnormal protein. 


Possibility of Directed Mutation 


Mutation, whether occurring spontaneously or under the 
influence of mutagenic radiation, is regarded as a random 
occurrence, striking any given cell at random (a zero order 
reaction) and producing mutations of varied type, although 
for our present purposes only those associated with selective 
growth are observable. There is now, however, a fairly 
long list of chemical agents which can be called mutagenic 
on the basis of experiments on one or other form of organ- 
ism, Drosophila and Bact. coli being the favourite test 
objects. These include a number of carcinogens, mustard 
gas and nitrogen mustard being the best documented. It is 
a necessary weakness of experimental work on mutagens 
that in general only rather gross mutations are recognizable, 
and, as might be expected, most of the known mutagens 
are toxic to cells at the stage of division and show a capacity 
to produce visible abnormalities in the chromosomes. 
More subtle changes may well be missed by current 
methods, 

The observations and deductions of Bird and Fahmy 
(1952), who studied changes produced in the salivary 
chromosomes of Drosophila, suggest that carcinogens, like 
the diepoxybutane they used, may act to produce minor 
degrees of chromosome damage. They found a high pro- 
portion of minor deficiencies in the band pattern of the 
chromosomes of treated larvae ; these varied from defects 
in staining properties to complete absence of a band. They 
suggested that the findings were best interpreted as due to 
chemical damage of the molecular pattern of a gene which 
prevents its normal replication. 

As in every other natural situation, the effect of a muta- 
gen is observable only under a limited range of conditions. 
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If we have a somatic mutagen acting on a mammalian 
body cell a mutant character can be recognized only under 
one of two conditions; (1) it may itself provide an oppor- 
tunity for the cell concerned to produce more descendants 
than its unmutated congeners ; or (2) it is associated either 
randomly or necessarily with another mutational change 
allowing selective overgrowth of descendants, Examples 
of the second class may be found in the variety of rare 
pathological conditions in which antigenically atypical pro- 
teins appear in the serum in association with a variety of 
neoplastic changes, including myeloma and lymphatic 
leukaemia. 

The problem of the aetiology of cancer or of the mechan- 
ism of experimental carcinogenesis may represent essentially 
a choice between three alternatives. In each it is accepted 
that the malignant cancer cell is genetically different from 
the normal cell from which it is derived. 

1. Is “ mutation” produced by direct damage to chromo- 
somal material altering the genetic code in random fashion ? 
Those mutations which “release” a control against exces- 
sive growth will prosper, others will have unobservable 
results. 

2. Are mutations always occurring and the effect of the 
carcinogen merely to provide, by its combined stimulation 
of destruction and regeneration, large numbers of cells in 
which mutations can occur and a specially suitable environ- 
ment for any cell with a mutation appropriate for differ- 
ential overgrowth in the special local environment provided 
by the carcinogen ? 

3. Does the carcinogen, acting on some key cellular 
component x, render x non-functional by combining with 
it, and, by one or other causal mechanism, induce the cell 
or its descendants to undergo a genetic change by which 
the component x is no longer produced ? One can imagine 
that a persistent demand for x, owing to its inactivation as 
soon as it is produced, might in some way lead to damage 
of the gene controlling the specific pattern of x. 

Unfortunately it appears to be extremely difficult to find 
an experimental choice between the three alternatives, the 
main difficulty being that by the nature of the material 
we are precluded from being able to assess what other types 
of mutations are occurring. The type of experiment which 
might be expected to throw some light on the matter is that 
used by Berenblum and Shubik (1949) to demonstrate the 
co-carcinogenic action of croton oil on mice. Here only a 
single application of a carcinogenic hydrocarbon is needed 
to allow the eventual development under prolonged croton 
oil treatment of foci of neoplasia in numbers approximately 
proportional to the concentration used of the primary 
carcinogen. Here it becomes almost impossible to assume 
that the initiating carcinogen did no more than make use 
of spontaneously occurring mutations. Somehow or other 
the primary agent rendered a cell and/or its descendants 
susceptible to the co-carcinogenic action of the croton oil. 

Of the suggestions that have been made to account for 
the action of carcinogens in producing what is at least an 
equivalent of somatic mutation, one of the most interesting 
is Green’s (1954) immunological theory of cancer. This 
makes some use of the self-marker concept of antibody 
production and immunological tolerance described earlier. 
Prior to Green’s work, immunological ideas were called 
in, in cancer research, only in discussions <f the pheno- 
mena of transplantable tumours. It was well known that 
on first appearance a spontaneous tumour will be trans- 
plantable only to mice homozygous with that in which it 
appeared. After it has been thoroughly adapted to trans- 
plantation within the pure strain, it will often be found 
possible, by one artifice or another, to obtain growth in 
another strain of mice. Eventually it may be possible to 
obtain a tumour which is transplantable to and grows 
freely in any strain of mice. 

It is the orthodox opinion, which is backed by a variety 
of immunological evidence, that the basic reason for failure 
to grow in a heterologous strain is the immune response of 
the new host to the foreign marker antigens in the graft. 


If these marker antigens are lost the tumour develops a 
progressively wider range of transplantability, As this 
change is also associated in general with an increase ip the 
other aspects which measure intensity of malignancy, it is 
a natural extrapolation to think whether loss of markers is 
not the primary determinant of malignancy. 

Green developed his approach from the finding that cer- 
tain non-carcinogenic hydrocarbons could render mice non- 
receptive to transfer of tumours which they would other- 
wise accept. He believed that a carcinogenic hydrocarbon 
acted by combining with one of the characteristic antigens 
of the cell type involved and so producing a new antigenic 
pattern and provoking an immune response against the modi- 
fied cells. If a somatic mutation occurred by which a cell 
lost the marker with which the carcinogen could unite, 
this would give the cell an advantage, since it would not 
now be damaged by the immune response. If in addition 
the loss of the marker represented the loss of one of the 
points necessary for the organism's control the cell would 
be on the road to the development of malignancy. On 
this view the wide variation in the nature of carcinogenic 
molecules, and the equally wide disparity in the species 
and tissues susceptible to their action, depends essenually 
on the accident of specific capacity to combine with the 
pattern characteristic of a marker molecule. 

Observations which may be highly relevant to this hypo- 
thesis concern the production of hepatomas in rats by 
administration of butter yellow and similar azo dyes. Here 
it has been shown that the dye, or derivatives thereof, is 
bound firmly to a liver protein which is found in the soluble 
fraction of homogenates and migrates slowly in electro- 
phoresis. A single type of protein seems to be responsible 
for holding about 80% of the bound dye. When hepatomas 
develop they contain no protein-bound dve, and their con- 
tent of the group of liver proteins concerned is much lower 
than in normal liver tissue. Dyes of this type have a 
variety of damaging effects on the liver, and small areas ef 
regenerating cells arise, from some of which hepatomas 
eventually develop. 

The suggestion that a specific protein is lost in the process 
is strongly supported by the immunologicai work of Weiler 
(1956). He showed that hepatoma cells contained very 
little or no specific liver antigen, and, by using Coons’s 
fluorescent antibody technique, detected a series of changes 
in livers of rats fed the dye. In the earlier stages islets 
of cells developed which fluoresced less brightly than the 
normal liver cells surrounding them when stained with a 
specific anti-rat-liver serum. We thus have evidence of a 
series of changes involving the progressive loss of protein 
capable of binding dye products and, concomitantly, a 
series of changes in immunological character, As Green 
points out, these findings recall the fact that carcinogenic 
hydrocarbons are also bound early to proteins in epithelial 
cells of treated skin, but the fluorescence which evidences 
this binding is not seen in developed cancer cells. 

It seems unlikely that we are dealing here only with 
the selection of random mutations. Even with associated 
damage and destruction with much regeneration of cells the 
speed of mutation would need to be greatly accelerated 
to account for the results. The possible interpretations are: 


1. Spontaneous undirected mutation in cells rendered highly 
susceptible to mutation by the agent used. 

2. Heightened selection against cells carrying the component 
with which the carcinogenic agent reacts. The only likely sugges- 
tion is Green's, that the action of the carcinogen creates a new 
(and foreign) antigen which provokes an antibody response. This 
will thus provide a specific selective agent acting against cells 
capable of binding the carcinogen. When such a mutation 
occurs it will have a high probability of giving descendants which 
will replace or overgrow the normal form. 

3. By a mechanism perhaps related to what must be assumed 
to occur in the process of differentiation during development, 
specific mutations by loss occur when a functioning entity in the 
cell is unable to exercise that function. These result in the in- 
hibition or disappearance of the genetic mechanism 
with that function. 
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Broadly speaking, the choice is between interpretations 2 
and 3, although it must be recognized that these are by no 
means mutually exclusive. Since 2 is concerned with a 
specific selective process and 3 with a hypothetical type of 
induced mutation, the two cou!d well be combined. 

Alternative 2, the immunological theory of cancer, has 
the great advantage of being susceptible to experimental 
attack along the lines discussed by Green (1954). I have not 
been able to find any account of experiments in which the 
action of standard carcinogens was tested in mice treated 
with x rays and cortisone to eliminate or greatly diminish 
the antibody response. A strong anticarcinogenic effect 
under these circumstances might speak strongly for the 
correctness of Green's hypothesis. 

Alternative 3 is virtually what has been suggested by 
Haddow and others largely on the basis of the work by 
the Millers, Weiler, etc., on the production of hepatomas in 
the rat. It is wholly speculative at the present time, the 
difficulty of establishing it being the familiar biological one 
of differentiating between spontaneous mutations with selec- 
tive survival and a direct environmental effect. Past experi- 
erce should make us lean toward a Darwinian rather than a 
Lamarckian interpretation, but, on the other hand, we can- 
not ignore the possible analogies from the process of 
differentiation. 

Differentiation can be legitimately regarded as a process 
by which the potentialities of a cell are progressively reduced 
with its taking on of a specialized function. Tissue culture 
studies indicate that to a considerable extent the differ- 
entiated cell is so in virtue of its inheritance. Even in the 
absence of normal body controls, its descendants differ from 
the descendants of other types of specialized cells. If this 
is so the differentiation must also involve the genetic 
mechanism. Various aspects of this must be “ closed down” 
either by some form of inhibition or by actual irreversible 
loss of the genetic unit in question. This closing down can- 
not be of the nature of a random mutation ; it is causally 
determined in the process of development. The sequence of 
cause and effect is unknown, but speculation would follow 
the lines adopted by Pollock (1953) in his interesting discus- 
sion of the way enzymes may be developed in the process of 
biochemical ontogeny. An enzyme is built when a substrate 
for it appears: a gene will be inhibited, destroyed, or lost 
when its final product ceases to be of functional significance. 
To convert that teleological statement into mechanism is a 
task for the future. At the very least it seems to demand 
that there is a “ feed-back " of information from the cyto- 
plasm to every functionally active component of the genetic 
mechanism. Most cytologists nowadays would probably be 
willing to allow this. 

There may therefore be some justification for going 
beyond random somatic mutation to account for the high 
intensity of carcinogenic action of certain chemical agents. 


[Parts 11] and IV, with a list of references, will appear in 
our next issue.) 


The Casualties Union has published a booklet describing 
its history and work. In 1942 Mr. E. C. CLaxton, then 
commandant of the Surrey County Civil Defence Rescue 
School at Leatherhead, founded the Casualties Union to 
provide skilled “ casualties ” for use in Civil Defence train- 
ing schemes. So that they could play their part with realism 
these “casualties” were given a medical briefing and a 
theatrical make-up. The scheme proved so successful that 
by 1944 the School was turned over wholly to training 
members of the Allied Armies. When in 1945 Civil Defence 
was stood down the Casualties Union decided to continue 
its work, and still provides skilled “ casualties" for use in 
rescue training of all types, first-aid lectures, and rescue 
competitions, The Union, with a membership of about 
1,500, is run on voluntary subscription, and has extended 
overseas. Inquiries about the Union will be welcomed 
at its headquarters at 316, Vauxhall Bridge Road, London, 
S.W.1. 


CLINICAL AND SOCIAL PROBLEMS OF 
PEPTIC ULCER* 


BY 


F. AVERY JONES, M.D., F.R.C.P. 
Physician, Central Middlesex Hospital 


Diagnosis 


Establishment of the diagnosis of peptic ulceration can 
be difficult. The clinical picture may be atypical and 
there are fallacies about the various investigations. 


Clinical Picture 

Typically there is epigastric pain associated with food, 
eased by alkalis and coming on in attacks, but there are 
many variations. The pain may occur high up in the 
chest over the sternum, or lower down around the 
umbilicus or even in the iliac fossae. Sometimes the 
pain is predominantly in the loin under the costal 
margin, spreading into the back, simulating a renal pain, 
especially on the right side. It may be felt only in the 
back and thought to be muscular in origin—* dyspeptic 
backache.” Apart from the position being unusual, the 
pain may range from a minimal discomfort to one of 
considerable severity. It is not uncommon for ulcer 
pain to come on unrelated to meals, particularly towards 
the end of the day ; relief with alkalis, although the rule, 
may be lost, particularly with chronic perforation of the 
ulcer from the stomach or duodenum into the surround- 
ing viscera. Sometimes no pain at all is felt and the 
ulcer reveals itself by bleeding or perforating. Heart- 
burn, anorexia, periodic nausea, bouts of vomiting, 
waterbrash, all without pain, may be the only symp- 
toms. 

These unusual clinical pictures cause serious difficulties, 
particularly with patients in whom the radiologist has 
difficulty in demonstrating an ulcer. This occurs especi- 
ally in ulcers in the roof of the pyloric antrum and with 
post-bulbar duodenal ulcer; in such cases a series of 
negative reports may be recorded before the presence 
of the ulcer is finally proved, perhaps by clinical com- 
plications, gastroscopy, or laparotomy. These patients 
tend to be diagnosed as having an abdominal neurosis, 
chronic pancreatitis, or lumbago. They may well 
develop a secondary neurosis from the uncertainty of 
their lives and from the failure of their doctors to 
establish a physical diagnosis. In practice these patients 
have a consistent story, clear-cut and unembellished by 
the flights of fancy so common with the true neurotic. 
The ulcer subject may have pain “like knives sticking 
in me,” which is true, but he will not say he is being 
“burned alive with wind.” 

Why do some patients have atypical symptoms ? The 
ulcer with a thick slough may itself be insensitive to pain 
while pylorospasm is producing oesophageal reflux and 
heartburn. Enterospasm may occur and the patient may 
complain of flatulence, trying to bring up wind un- 
successfully, as it may be locked in the splenic flexure 
of the colon. The ulcer may penetrate surrounding 
structures, giving rise to parietal pain in the back. A 
stomal ulcer after partial gastrectomy may become 
adherent to the diaphragm and chest wall, causing severe 


*The second of two Lumleian Lectures delivered to the Royal 
College of Physicians of London on April 10 and 12, 1956. 
first lecture was printed in last week's issue (p. 719). 
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intractable pain which is possibly diagnosed as inter- 
costal neuritis. Similar pain may be felt in the back, 
with posterior perforation, and may be diagnosed as 
rheumatism. Even without parietal extension, pain 
reference may be bizarre. As the foregut is embryoni- 
cally a midline organ, the pain reference may be to either 
side, and left-sided pain may be felt with a duodenal 
ulcer even when a gastric lesion has been fully excluded. 
Individuals vary greatly in their threshold to pain— 
some are very insensitive to parietal pain, others 
extremely sensitive—and this can be measured with an 
algometer (Keele, 1954). Lack of pain from viscera may 
correlate with pain insensitivity as measured in this way, 
but this is inconsistent and more work is needed on this 
point. 

With any recurrent pain from below the nipples to the 
iliac crest, in the loin or in the back, one cannot exclude 
an ulcer because the pain is unrelated to meals or un- 
affected by alkalis or vomiting, and further investigation 
is needed. Physical examination, too, may be mislead- 
ing. Usually there is epigastric tenderness, but this can 
be entirely absent in the presence of an active ulcer. 
Further investigation may involve examination of stools 
for occult blood, barium meal, gastroscopy, and gastric 
secretory tests. 

Investigations 

Barium-meal Studies—With present-day radiology there 
are still practical difficulties in the demonstration of peptic 
ulcer, and there is need for the clinician to be more aware 
of the practical problems of radiology of the alimentary 
tract. Too often still the radiological report is regarded as 
final proof. The interpretation of various shadows, deform- 
ities, or lack of deformities, must be interpreted in relation 
to the clinical picture. Some radiologists readily interpret 
minor mucosal irregularities in terms of peptic ulcer, and 
others are not so misled. The interests of the patient are 
best served by maintaining a personal contact between 
radiologist and clinician who jointly discuss the films. 

Considering the physical limitations of the method of 
investigation with ‘its reliance on shadows and outlines, 
results are surprisingly accurate in expert hands. Never- 
theless, both false-positive and false-negative reports can 
be made, but these diminish in direct proportion to the con- 
tact between clinician and radiologist, and their mutual ex- 
perience of gastroscopy. 

Gastroscopy.—With first-class radiological assistance, the 
scope for gastroscopy is limited, but it is of help in those 
cases where there is a discrepancy between the clinical and 
the radiological picture. Occasionally a chronic gastric 
ulcer missed by the radiologist may be discovered, and this 
occurs particularly with ulcers well away from the lesser 
curve or in the antrum. Sometimes rugal folds may simu- 
late a gastric ulcer on x-ray examination, and the diagnosis 
can be disproved by gastroscopy. The diagnosis of a gastric 
diverticulum may be firmly established by direct inspection. 
The finding of gross mammillation and rugosity of the 
mucosa may lead to further radiography of the duodenal 
bulb for duodenal uiceration, or pH studies. Gastroscopy 
is especially useful in assisting in the diagnosis of bizarre 
x-ray pictures, when the question of malignancy arises. 
With present-day technique and adequate premedication, the 
procedure is extraordinarily well tolerated, and the risk of 
oesophageal trauma or other hazards is very small, The 
examination may be done under general anaesthesia if the 
patient is especially sensitive. Gastroscopy also has a place 
in defining the cause of bleeding after haematemesis and 
melaena, particularly in demonstrating acute gastric ulcers 
which heal quickly. 

Gastric Secretory Tests——Normally gastric secretory tests 
play a very limited part in the diagnosis of peptic ulcer. 
Their contribution has been very much overrated in the 
past, as their fallacies have not been sufficiently appreciated. 


As commonly done by the nursing staff, fractional test meals 
are an almost worthless investigation and do not justify the 
discomfort to the patient or the time spent by the laboratory 
staff. If any value is to be given to a report it is essential 
to know where the tube was in the stomach. In at least 
one in five tests the tube will curl up in the fundus, where 
the level of acidity is often substantially lower than in the 
body of the stomach. This fallacy can be avoided by using 
a radio-opaque tube and screening the patient at onset to 
make certain the end of the tube is to the left of the spine 
and not coiled in the stomach. No test has yet been 
devised which conclusively separates duodenal ulcer patients 
from those without ulcers, but duodenal ulcer tends to be 
associated with hypersecretion, and its demonstration may 
contribute to the diagnosis in some cases. Alternatively, 
the finding of achlorhydria would be against the diagnosis. 
The stimulus of food may be better than histamine. 
Watkinson and James (1951) found that, by taking the pH 
of gastric juice aspirated at hourly intervals over the 24 
hours, they could demonstrate the presence of acid often 
for hours in “achlorhydric” patients with gastric ulcer ; 
during this time patients were eating their usual diet. 

Stool Examination for Occult Blood.—Examination of 
the stools for occult blood provides the clinician with an 
important screening test in the investigation of dyspepsia, 
a positive reaction needing further investigation and a nega- 
tive test being reviewed in the light of the patient's history. 
It is important to realize that negative tests may occur 
sometimes in the presence of active peptic ulcers, The 
Gregersen slide technique with benzidine is a simple and 
reliable test, and, provided the patient is not eating liver or 
dishes containing animal blood, no dietary restriction is 
needed. 


Special Diagnostic Problems 
There are certain recurring problems in diagnosis, and 
these particularly concern post-bulbar duodenal ulcer, giant 
gastric or duodenal ulcers, and the distinction between 
simple and malignant gastric ulcers. 


Post-bulbar Duodenal Ulcer 


These cases tend to be especially difficult to diagnose, as 
the duodenal bulb may fill well and distract attention from 
an ulcer crater which is difficult to see without careful 
study. Even at laparotomy the ulcer may be missed unless 
the duodenum is opened. Certain clinical features are to be 
noted, Pain tends to be in the back, occurs particularly 
towards the end of the day and at night, and is difficult to 
relieve. Bleeding is quite common, and episodes of inter- 
mittent obstruction with sudden pain and vomiting may 
occur. 

A man aged 52 gave a three-year history of intermittent retro- 
sternal pain going through to the back “ like knives.” It would 
occur at any time of the day and night, but particularly at night, 
sometimes awaking him. He would often vomit, but without 
relief. The pain would be severe for 20-30 minutes and then 
ease spontaneously. Alkalis gave little relief, but “ liver salts” 
seemed to help. Two previous x-ray examinations had been 
reported as normal and a diagnosis of pancreatitis was suspected. 
Stools were negative for occult blood. When x-rayed again at 
Central Middlesex Hospital no ulcer was found: the duodenal 
cap was large and filled well. The examination was repeated 
and the diagnosis of post-bulbar ulcer was clearly established 
and confirmed at operation. 

A man aged 38 had had a melaena four years previously and 
later developed severe attacks of vomiting and back pain which 
lasted several days, recurring six to seven times a year, with 
complete freedom between them. He had three negative x-ray 
examinations at different hospitals and was diagnosed as neurotic 
on two occasions, and as having intestinal obstruction on the 
third occasion. An emergency laparotomy was performed, but 
nothing abnormal was found. When he attended Centra) 
Middlesex Hospital, a barium-meal examination showed a 
duodenal ulcer in the second part of the duodenum, so he was 
admitted for partial gastrectomy. At operation no ulcer was 
apparent from the external appearances, but a crater was felt in 
the second part of the duodenum on the posterior wall. 
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The experience of this group of cases emphasizes the need 
to look for a post-bulbar duodenal ulcer when there are 
recurrent persistent symptoms of upper abdominal or back 
pain, and to be cautious in accepting a negative x-ray report. 


Giant Gastric and Duodenal Ulcers 


Large simple gastric and duodenal ulcers are not rare ; 
with large gastric ulcers having a diameter of more than 
3 cm. radiologically, the probability is much in favour of 
a simple rather than a malignant lesion. In the admirable 
series recorded by Jennings and Richardson (1954) only 1 
out of 17 proved to be neoplastic. The clinical picture 
with large ulcers is invariably atypical, and the patient 
may be thought to have carcinoma of the stomach or of 
the pancreas. There may be a considerable degree of 
cachexia, and a depressive state may add to the difficulties 
of diagnosis. Atypical pain may lead to an initial diagnosis 
of renal colic, fibrositis, or angina until it is realized that 
the alimentary tract may be at fault and a barium-meal 
examination is arranged. A large gastric ulcer with a short 
history may beal completely and a medical trial is worth 
while, but the prognosis is poor if there are other associated 
illnesses. 

Large duodenal ulcers also cause diagnostic difficulties, as 
the size of the ulcer may superficially simulate a normal 
duodenal cap until close study demonstrates the loss of 
mucosal pattern and its consistency of size and shape in 
different films, Oedema around such large duodenal ulcers 
may cause distortion of the antrum and lead to an initial 
diagnosis of carcinoma of the stomach. 


Distinction Between Simple and Malignant Ulcers 

A vital problem in the management of gastric ulcer is 
the distinction between simple and malignant ulcers. It 
has been stated frequently, particularly in the United States, 
that 10% of gastric ulcers are malignant and therefore all 
must be treated surgically. This bald statement of incidence 
is probably correct, but makes no allowance for the full use 
of radiology and gastroscopy in arriving at a diagnosis of a 
simple or a malignant ulcer, The gastric ulcer which pro- 
jects clearly from the lesser curve, between the angulus and 
the cardia, is virtually never malignant. A follow-up study 
(Avery Jones, 1955a) showed that the chance of missing a 
malignant ulcer was under 1%. 

A small point, but one of considerable interest, is the 
infrequency of aortic calcification in carcinoma of the 
stomach as compared with simple gastric ulcer. This was 
first reported by Elkeles (1949) and confirmed by our 
observations, although with lesser differences between the 
two conditions. [t is not yet clear whether calcification is 
less common with carcinoma of the stomach or more com- 
mon with gastric ulcer. 

The distinction between simple and malignant ulcer at 
laparotomy can be difficult, and errors both ways are not 
uncommon, It would seem that x-ray films and gastroscopy 
are much more accurate aids to a correct diagnosis in the 
early case than inspection and palpation at laparotomy. The 
mistaking of malignant ulcers for simple ones at the time 
of acute perforation is referred to below. A wrong diag- 
nosis of malignant ulcer may be made at laparotomy in the 
presence of a large simple ulcer associated with much 
inflammatory reaction and lymphatic glandular enlargement. 
A number of such cases have been seen where the surgeon 
was so confident of the diagnosis that no biopsy was taken, 
yet the follow-up has established the diagnosis of a simple 
ulcer. 

There has been much controversy in the past about the 
risk of malignant degeneration of simple gastric ulcers. The 
experience at Central Middlesex Hospital would suggest that 
secondary malignant degeneration is extremely rare in a 
simple ulcer. With malignant ulcers the lesion has usually 
been malignant from the onset, but has undergone secondary 
peptic digestion. Alternatively, a carcinoma may have 
arisen independently, but adjacent to a simple ulcer. There 


is evidence that patients who have had undoubted simple 
gastric ulcers are, in fact, more liable to develop gastric 
cancer subsequently. 


Treatment 


Does dietetic treatment influence the natural history of 
gastric and duodenal ulcer? The evidence is regrettably 
slender that real benefit is derived from the traditional 
dietary regime, and overtreatment can undoubtedly be posi- 
tively harmful, There is, fortunately, a strong natural ten- 
dency to recovery, for which the patient tends to give the 
credit to his treatment, Martin and Lewis (1949) reviewed 
a series of 365 patients with gastric or duodenal ulcers 10 
years after in-patient treatment and concluded : “ It is un- 
deniable that medical treatment relieves the discomfort of 
most relapses; but from our present evidence we cannot 
believe that it is any protection against further trouble if 
this is destined by the ulcer. . . . Those cases which were 
active persevered with their regimen and also suffered com- 
plications, while those who were inactive abandoned treat- 
ment and had no trouble.” Rae and Allison (1953) reached 
a similar conclusion from a follow-up group of 63 men 
with proved peptic ulcer, kept on a careful dietetic regime 
for 12 months and then reviewed after five years. 

Doll, Friedlander, and Pygott (1956) compared an almost 
normal (fried-free) diet with the standard ulcer regime in 
patients followed up for a year. In their series there were 
64 in-patients with gastric ulcers, 80 out-patients with gas- 
tric ulcers, and 50 out-patients with duodenal ulcers. The 
out-patients were either advised to continue for a year on 
the standard ulcer diet with which they had previously been 
treated or were advised to revert to a wholly normal diet. 
At the end of the year the proportion who had remained 
free from pain and in whom the ulcer was radiologically 
healed was practically the same in both groups. 

Do other measures besides ordinary dietetic care facilitate 
the healing of ulcers? In studying the effect of alkalis 
and milk drip, careful measurements concerning the rate 
of healing of gastric ulcer have been made with the addition 
of alkalis to a milk drip in sufficient quantity for the 
acidity of the gastric contents to be kept above pH 4 
throughout the 24 hours, This trial (Doll, Price, Pygott, 
and Sanderson, 1955) demonstrated, however, that the milk 
drip produced a greater gain in weight—7 Ib. (3.2 kg.) com- 
pared with 3 Ib. 8 oz. (1.6 kg.}—and the impression was 
obtained that pain was relieved more rapidly with milk 
drip than without it, and that therefore it is a useful 
adjunct to the standard treatment in patients whose pain 
persists after rest in bed. Similar in-patient therapeutic 
trials have been made with phenobarbitone, ascorbic acid, 
and bed rest (Doll and Pygott, 1952), and with “ robaden ” 
and cabbage juice (Doll and Pygott, 1954). Two factors 
only have so far been demonstrated as having a beneficial 
influence—admission to hospital, which implies bed rest, 
and stopping smoking. 

Our trials on out-patients with duodenal ulcer have not, 
unfortunately, produced any conclusive evidence of benefit 
from this treatment. Friedlander (1954) studied five groups 
of 25 duodenal ulcer subjects on “ ribena ” syrup, a contro! 
syrup, oral hexamethonium, olive oil, and oral methanthe- 
line, and followed them up clinically and radiologically for 
15 months. Methantheline may have been of use in some 
cases in the initial relief of pain, but if there was any such 
effect it did not persist beyond the first nine months. There 
was otherwise no difference in the symptoms, rate of healing, 
or frequency of recurrence between the groups great enough 
to suggest a beneficial effect from any of the treatments. 
Even if there is no good statistical evidence for the beneficial 
effect of diet on the healing of ulcers, it cannot be aban- 
doned in the acute stage when the patient is undoubtedly 
more comfortable on a light diet. Whether the patient is 
ambulatory or in bed initially, small two-hourly feeds are 
undoubtedly better tolerated than ordinary-sized meals, and 
enable him to become symptom-free more quickly. Very 
soon a reasonably generous basic diet may be given which 
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wiil enable the patient to maintain or gain weight. Patients 
who put on weight usually do well. If a milk drip has 
been started, it may be continued with the diet for a time 
in order to increase the calorie intake. 

Bed rest is a most valuable measure. It probably means 
that the position of a gastric ulcer is altered in relation to 
the gastric juice and perhaps the jet of fluid from the 
pylorus may no longer impinge on a duodenal ulcer. It 
must be admitted in individual cases that it may be better 
for the patient to carry on at work rather than impose the 
added financial hardship of loss of work. Simple measures 
should be tried at first, designed to reduce fatigue, to in- 
crease regularity of meals, and to reduce or, preferably, 
stop smoking, If there is troublesome pain, bed rest is, 
however, necessary. 

The next essential is to tackle the anxiety factor, which 
may seriously aggravate the disease process and retard 
healing. It is important to establish a good rapport with 
the patient, and this requires time, privacy, and patience, 
and on the whole is more easily achieved with a patient 
having bed rest. Once the patient feels he has a sym- 
pathetic independent person who is anxious to help in the 
capacity of a friend and not as a judge, he may be prepared 
to unburden the difficulties which too often have caused 
pent-up emotional stress because there has been no one in 
whom he could confide. The relief of such emotional ten- 
sion is in itself of great therapeutic value; so often the 
patient has got his difficulties out of perspective and they 
have become much more important than they really are. 
This is where the independent observer can give valuable 
help. This approach is equally important with any other 
chronic illness, such as pulmonary tuberculosis and skin 
disease. 

If there is pain, alkalis should be prescribed between each 
feed, using first an insoluble alkali, but if this is insufficient 
a mixture containing sodium bicarbonate may be used tem- 
porarily. There is no need to continue frequent alkalis 
after the symptoms have subsided, and the dose should 
then be reduced and finally stopped. Initial sedation is 
often very helpful. 

During the past few years there has been a great spate 
of anticholinergic drugs. Belladonna has had a time- 
honoured role, and these new preparations have sought to 
emulate its action but with fewer undesirable side-effects. 
In general, the therapeutic contribution of these new drugs 
has not been impressive. 


Over-treatment 


Can over-treatment of peptic ulcer be harmful? Clinical 
practice provides many examples of the undesirable effect 
of overdosage of dietary regimes. A proportion of patients 
are obsessional in their strict adherence to a medical regime, 
and three examples are given, 

A medical student with a duodenal ulcer was being treated on 
a very elaborate regime. The failure of the nursing staff to 
adhere completely to the instructions induced a state of nervous 
apprehension and annoyance, and his pain persisted. When 
transferred to another ward the elaborate regime was stopped 
and he quickly became free from pain. 

A hospital doctor with a duodenal ulcer had his meal-times 
spoilt because his diet was not contrived as perfectly as he would 
have wished. His symptoms ceased when his diet was stopped 
and he joined his colleagues in eating the ordinary hospital food. 

An out-patient came to the hospital asking for a partial 
gastrectomy. Inquiry revealed that he had not, in fact, had any 
pain for five years, but he was now engaged and wished to take 
his girl friend to a restaurant and have ordinary meals. 

It is perhaps the same obsessional nature, coupled with 
too blind a faith in advisers, which leads to the more serious 
complications of alkalosis or the milk-alkali syndrome, The 
risk of excess of soluble alkalis, particularly in the presence 
of vomiting from pyloric stenosis, is very well known. It 
is, however, less well recognized that excess of calcium from 
taking too much milk and alkali over long periods can 
cause a calcinosis and with it an impairment of renal func- 
tion (Burnett er al., 1949). 


Milk-alkali Syndrome 

The first manifestation of the syndrome is usually general 
malaise with weakness and lethargy. Mental disturbance 
such as impairment of memory and confusion are common, 
and psychosis and coma have been reported. All cases so 
far reported have followed prolonged medical treatment for 
presumed or proved peptic ulcers, and a not uncommon 
presentation is that of nausea and vomiting occurring in the 
absence of pyloric obstruction. Polyuria may be a feature, 
and generalized severe pruritus has been a major complaint 
in many cases. An antipathy to milk may develop. Hyper- 
calcaemia is consistently found, usually but not always with 
an alkalosis, but Burnett ez al, pointed out that hypophos- 
phataemia is noticeably absent and increased urinary ex- 
cretion of calcium does not occur. The serum alkaline phos- 
phatase is normal, but a raised blood urea and albuminuria 
are always present. Metastatic calcification may occur and 
nephrocalcinosis and nephrolithiasis are common findings. 
In advanced cases with irreversible renal damage death may 
occur from uraemia. 

It would appear that the syndrome is precipitated by the 
absorption of base from the ingested milk and alkalis in 
excess of renal excretion with accumulation of calcium and 
possible magnesium in the body. Whether this can occur 
in the presence of previously normal renal function is still 
undecided, Wilkinson and Jordan (1934) suggested that 
antecedent renal damage is present in most cases, but Kirsner 
and Palmer (1942) disagree. It is known that a metabolic 
alkalosis can lead to renal damage, but not all the reported 
cases have shown an alkalosis when examined. Hyper- 
calcaemia itself may lead to impairment of renal function, 
but it is a feature of the 30 cases so far reported that at 
no stage has an excessive renal excretion of calcium been 
noted. The importance of the condition lies in the fact 
that it is iatrogenic and reversible, the latter feature being 
unfortunately all too rare in chronic renal disease. A re- 
appraisal of patients with peptic ulceration and so-called 
“chronic nephritis" may perhaps reveal more cases of the 
milk-alkali syndrome. 

Surgical Treatment 

Surgical treatment of uncomplicated peptic ulcer will not 
be discussed in detail. In approximately half the patients 
with gastric ulcer and a third with duodenal ulcer persist- 
ence of symptoms and failure of the ulcer to heal earn the 
patient surgical treatment. The results, although generally 
good, do not allow complaisance and must encourage all 
further medical avenues of research. There is no reason for 
believing that a simple medical treatment will not one day 


be found. 
Complications 
Pyloric Stenosis 


Pyloric stenosis is an inaccurate terminology, as so often 
the obstruction is in the duodenum. Some degree of nar- 
rowing is a common occurrence from healing of juxtapyloric 
and duodenal ulcers. The presence of narrowing is not 
necessarily reflected by clinical symptoms of obstruction or 
radiological evidence of delayed emptying. There can be 
appreciable narrowing of the pylorus demonstrated at oper- 
ation in patients in whom no clinical or radiological evi- 
dence of retention has been noted. The anatomical lesion 
may be fully compensated by muscular hypertrophy of the 
stomach. The development of clinical symptoms of pyloric 
obstruction is often due to an exacerbation of the ulcer with 
increased narrowing from oedema and spasm in the presence 
of an already narrowed lumen. 

Failure of this compensation, either from chronic nar- 
rowing or from acute or chronic obstruction, leads to 
evidence of gastric stasis from gastric aspiration or by 
delayed emptying of the stomach, An evening aspiration of 
more than 300 ml. or an early morning volume of over 
100 ml. suggests obstruction, and so does barium in the 
stomach six hours after a barium meal. It is necessary to 
distinguish between gastric stasis and pyloric obstruction. 
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Gastric stasis may occur apart from pyloric obstruction and 
be due to hypotonia from potassium depletion, or it may 
occur in association with migraine. The unexpected finding 
of a large slow-emptying stomach may sometimes be ex- 
plained by an attack of migraine coinciding with the barium 
meal examination. 

Pyloric obstruction is most commonly due to peptic 
ulceration or neoplasm, but acute small marginal erosions 
may be sufficient to cause distressing symptoms with pain 
and vomiting (Kinsella, 1951). Other causes include 
achalasia of the pylorus, hypertrophic pyloric stenosis in 
adults, a congenital duodenal diaphragm, a polyp of the 
stomach intermittently prolapsing through the pylorus, a 
cholecystoduodeno-colic ligament obstructing the first part 
of the duodenum, the delayed effect of corrosive poison- 
ing, or ferrous sulphate poisoning, which has also caused 
pyloric stenosis in children. 

Pyloric obstruction can be produced by adhesions to an 
inflamed gall-bladder, without duodenal ulceration being 
present, Although the symptomatology of pyloric stenosis 
is usually typical, the presenting clinical picture is some- 
times unusual. A number of cases have been sent to hos- 
pital as haemorrhages because of the dirty vomitus. Diar- 
thoea is an occasional initial symptom with pyloric 
obstruction, 

The important recent progress in the management of 
pyloric stenosis is related to a better understanding of the 
disturbances in electrolytes. It is well known that in pyloric 
stenosis there is a deficiency of serum chloride ions with an 
excess of bicarbonate. In the past this has been attributed 
to loss of hydrochloric acid by vomiting or gastric aspira- 
tion, and the dangers of alkali therapy have been stressed. 
More recently attention has been focused on potassium 
depletion as a cause of alkalaemia. 

Black and Jepson (1954) have shown by retrospective 
balance studies that there may be a deficiency of up to 
800 mEq of potassium in patients with pyloric stenosis. 
How this arises is not entirely clear. Some potassium is 
lost in the gastric juice, but the concentration is much lower 
than that of sodium and chloride, and vomiting by itself 
would hardly account for such severe potassium depletion. 
Deficient dietary intake and renal inability to conserve 
potassium under the metabolic conditions obtaining in 
pyloric stenosis are presumably additional important factors. 

When potassium is lost from the cells it is replaced by 
sodium and hydrogen ion. giving an intracellular acidosis. 
If there is an adequate supply of sodium this process can be 
continued until one-fifth of the intracellular potassium has 
been lost without serious disturbance of function. This 
fraction has been called the muscle labile potassium, In 
potassium depletion the kidneys excrete a more acid urine 
than seems appropriate to the serum electrolyte levels, so 
that in pyloric stenosis with alkalaemia a “ paradoxically ™ 
acid urine may be found. The paradox is explained by the 
intracellular acidosis, and overall there may be a greater 
deficiency of basic rather than acidic ions. 

The response of patients with pyloric stenosis and 
alkalaemia to intravenous sodium therapy is explained in 
part by the ability of sodium to replace potassium in the 
cells. The potassium becomes available to the kidneys for 
excretion as alkali and the alkalaemia is decreased. In the 
untreated case there is rarely an excess of sodium avail- 
able to replace the muscle labile potassium. In this way 
potassium deficiency can impair the renal ability to excrete 
alkali without gross depletion of the body reserves. Severe 
potassium depletion of the muscles can occur following pro- 
longed sodium therapy. 


Sodium deficiency may be gross in pyloric stenosis ; in 
one of the cases reported by Black and Jepson it amounted 
to 1.600 mEq. Serum levels and clinical dehydration are 
probably reliable guides to saline therapy. Potassium 
depletion is more difficult to assess, and normal serum 
levels are the rule in the untreated case. It is probably safe 
to assume there is potassium deficiency whenever there is a 
raised serum bicarbonate level. In mild cases potassium 
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by mouth will usually correct the electrolyte deficiency. 
In more severe cases intravenous normal saline should be 
given with potassium as soon as it is clear that there is 
adequate renal function. 


Acute Perforated Peptic Ulcer 


The mortality from this complication has fallen very 
considerably since before the second world war. The 
changing mortality is seen in Table VI. With the introduc- 


TABLE VI.—Acute Perforated Peptic Ulcer, 1939-55 


T 
Years | Operated | Not Operated | Tota! 
Admission | No. Deaths | No. | Deaths | No. | Deaths 
1938-40... 106 |290274% | 1 | 2 107 | 
1941-3 | | 8 | | 123 | 27026 
1944-6 135 | 12 (89%) | 16 | 16 | 28 (18-59 
1947-9 168 | 4 (24%) | 14 | 12 | 182 | 16 (8-8 
1930-2 | 218 | 9 (1%) | 12: 10 230 | 19 (8-38 
1953-5... 168 13 (77%) | 1S | 13) 183 | 26 (14-28 
| 6 | 39 | 976 |!46 


| 87 


tion of antibiotics and relaxant anaesthesia the mortality in 
operative cases fell to 4% in 1952, but this level has not 
been maintained since and there is still a toll of delayed 
deaths in the third or later weeks from haemorrhage or 
sepsis. Forty per cent. of deaths occurred in patients not 
operated upon. A third of these patients were, in fact, 
not diagnosed in life, the figures being: 


Undiagnosed in life 
Too ill for operation 
Refused operation 
Elective conservative treatment .. 


Those undiagnosed in life presented a variety of clinical 
pictures—heart failure from cor pulmonale; pneumonia 
with pleuritic pain ; unusual tachycardia after admission for 
severe haemorrhage. In none had there been any real 
clinical evidence of an acute perforation such as a sudden 
episode of pain or collapse, but there was usually a degree 
of toxaemia out of proportion to the presumptive diagnosis. 
The therapeutic dividends in this group are small, but it is 
important to remember this possibility when dealing with a 
patient whose degree of toxaemia is out of proportion with 
the presumed illness. No rigidity or tenderness may be pre- 
sent, and an x-ray examination is essential to establish the 
diagnosis. 

Those too ill for operation are patients with peripheral 
circulatory failure who fail to respond to resuscitation. 
These are mainly patients with long-delayed admission to 
hospital. Early diagnosis is unfortunately sometimes pre- 
vented by the amazing fortitude of patients. 

Operation has been the treatment of choice and medical 
management used only for patients whose perforations bad 
obviously sealed off or whose general condition for some 
other reason precluded operation. Following an earlier 
analysis (Avery Jones and Doll, 1953) emergency partial 
gastrectomy has been performed particularly when there has 
been a history of ulcer symptoms for more than two years, 
and especially for perforated gastric ulcers, as this analysis 
had revealed that 10% of the assumed simple gastric ulcers 
at laparotomy were in fact neoplastic. The results since 
1949 are shown in Table VII. 


Taste VII 
No. Deaths Mortality 
Suture 365 18 4% 
Emergency partial gastrectomy 87 4 62 


Hermon Taylor and Warren (1956) have made the prac- 
tical observation that perforated acute ulcers—that is, those 
without a history of previous pain—may be treated safely 
without operation, and report on 47 patients who have re- 
covered without complications. They confirm the value of 
emergency partial gastrectomy for perforated chronic ulcers. 


ty 
) 
) 
) 
* 
* 
q 


APRIL 6, 1957 PEPTIC 


ULCER 791 


Barrish 
Mepical JOURNAL 


Haematemesis and Melaena 


In my Goulstonian Lectures (Avery Jones, 1947) a 
survey of 649 admissions for haematemesis and/or melaena 
was made, and this series has now grown to 2,011 (Table 


VIII. The frequency of acute ulcers causing haematemesis 
reported previously has been further confirmed. Of 559 
Taste VIII 

| | 
Admission for Bleeding from: Mm | & | Deaths 
Proved or probable peptic ulcer | L764 135 (7-7%) 
Chronic gastric ulcer ; 17:8 34 
Duodenal ulcer | 625 32-7 51 
Post-operative group (previous | 
gastro-enterosiomy or 
gasireciomy) 118 | 62 8 
Acute lesion group 559 293 «| 14 
Hiatus hernia | 3 | 1-8 0 
Unclassified (investigations incom-| 
plete) , 46 8 
Carcinoma ventriculi 39 22 14 6 
Portal hypertension | $2 }146) 27 1s (24-6%) 
Other causes | ssf | 27 7 
1,910 | 100-0% 171 (8-9%) 
“Bled after Admission for: | 
Dyspepsia 29 4 
Acute perforation | 38>101 17 }43 
Genera! medica! or surgical diseases | 34 22 


patients in the acute-lesion group—that is, those with 
negative x-ray films—305 have been gastroscoped and 111 
acute gastric ulcers demonstrated. In addition some further 
acute ulcers were discovered at necropsy or from the pre- 
sence of minimal radiological evidence without previous 
dyspepsia. 

Within this acute lesion group there are other causes of 
bleeding, such as acute gastritis, drug reactions, and 
traumatic ulceration from vomiting. Traumatic tearing of 
the oesophago-cardia junction, the Mallory—Weiss syndrome, 
is an important recent advance in our knowledge of the 
cause of haematemesis. It is well known that violent 
vomiting can cause a rupture of the lower oesophagus, but 
it is less widely known that the same trauma may cause 
lesser degrees of longitudinal laceration causing haemat- 
emesis (Decker, Zamcheck, and Mallory, 1953). 

In the earlier series the patients were mainly treated 
medically to evaluate the mortality with the help of the 
then recently introduced drip blood transfusions and the 
more liberal feeding regime introduced by Meulengracht 
and developed in this country by Witts. It was, however, 
clear from the experience with these earlier series that a 
proportion of patients died whom surgical intervention 
might have been expected to help. A change in policy was 
considered necessary and from 1946 operation has been per- 
formed, especially on patients with known chronic ulcer 
whose age was over 40 and who had brisk recurrent bleeding 
after admission. In addition, patients with a proved or 
presumed acute ulcer have been operated on if there has been 
recurrent bleeding on two or three occasions, particularly if 
there was shock. There was a bias towards operation for 
cases with persistent pain after admission and for those 
whose bleeding was obviously rapid and causing marked 
circulatory collapse. Other factors, such as a shortage of 
blood of a particular group, might also have favoured surgi- 
cal treatment. 

In considering the problem of surgery for haematemesis 
and melaena, one is not concerned with the mortality of sur- 
gical intervention, for figures for surgical mortality can be 
very misleading. Some of the patients operated on were 
obviously appalling risks whose only chance of survival 
might have come from surgical arrest of bleeding. The 
proper criterion for success or failure of a surgical policy 
is whether the overall mortality of all admissions is 
influenced and also how the patients fare subsequently. 

Table [IX shows that changing from a medical to a surgical 
policy has not been accompanied by a decrease in mortality 


—if anything, the overall mortality has increased. The 
extent of emergency surgical intervention is shown in 
Table X. 

The series is not a homogeneous one. The scales have 
been weighed against the later years as the proportion of 
patients over 60 has increased (Table XI). There has not, 
however, been any significant change in the proportion of 
chronic ulcers. Table 1X does not allow for differences 
in age distribution, but when this is calculated there is still 
clearly very littke change in mortality (Table XII). The 
differences are not significant, but the mortality has in fact 
decreased in the last period. 

In Tables XIII and XIV the admissions during 1941-6 
have been compared with those during 1951-4. In the 
former period extremely few were operated on; in the 
later period there was a firm surgical policy towards those 
with recurrent bleeding after admission, particularly those 
over 40 years and with probable chronic ulcers. Allowing 
for the effect of age, it will be seen that there is a definite, 
although numerically small, reduction in the mortality under 


Taste IX.—Cases Admitted for Bleeding, 1941-54; Proved or 
Probable Cases of Peptic Ulcer 


Year | No. of Cases | No. of Deaths _ Mortality Percentage 
1941 | 52 5 
1942 a 71 2 + $7) 
1943 92 4 
1945 124 8 
1946 118 i \} 19} 
1947 91 9 
1948 | 113 6 
1949 136 9 
980 15 |} A 
ur) i 
1952 «188 16 } 
1953 179 16 
1954 174 12 
Total | 1,764 135 


TABLE X.—Extent of Emergency Surgical Intervention, 1947-54 


No. of 
No. of No. of | Percentage} Partial 
Site Admis- | Emergency of Gastrec- | Deaths 
sions Operations|/Admissions| tomies 
Performed 
Chronic gastric 
ulcer a: 233 44 18-8 43 6 
Duodenal ulcer . 432 41 9-5 39 14 
“ Post-operative ” | 
group .. - 80 6 | 75 4 | 3 
Acute lesions 373 | 21 5-6 16 a 
Taste XI. I1.—Proportion of Patients Over 60 Years, 1941-54 
Age } 1952-4 
Over 60 4 33% 38% 40% 
XII. Mortality Rate, 1941-54 
1941-6 | 1947-50 1951-4 
Observed deaths 57 
Expected ,, 38-6 35-58 60-82 


TasLe XIII.—Mortality by and Period of all Male and 
Female ases Admitted for Bleeding ding (Peptic Uleer G roup) 


1941-6 1951-4 
Age Admis- Mor- | Admis-| 3 
sions Deaths tality sions Deaths 
Under 60 379 13 34%| 453 9 
Over 60 184 26 14-42| 291 48 
Total 563 39 | 14 57 
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Taste XIV.—Mortality by Age and Period of Male and Female 
Cases Admitted for Bleeding (Peptic Ulcer Group) 


1941-6 1951-4 
Age Site | Mor- : | Mor- 
r-y Deaths | tality r-y Deaths | 
Chronic gastric | 
ulcer | 63 9 143 | 72); 4 56 
Under Duodenal ulcer) 141 3 21 192 2 10 
60 Acute lesions | 121 | oof ts! 1 0-7 
| | Post-operative | | | 
group .. | 28 | 1 | 36) 2 | 10-0 
Chronic gastric 
[| | 6 | 14 | 282 
Over Duodenalulcer 52 | 12 23-1 | 87 19 21:8 
60 | | Acute lesions 63 | 3 46 | 79 5 63 
Post-operative | 
group ../| 0 0 00 2 91 


60, but over 60 the mortality was correspondingly increased. 
These results may be interpreted in two ways. It may 
be said that since the introduction of surgery in a propor- 
tion of the more severe cases with continued or recurrent 
bleeding the overall mortality has not changed significantly, 
and the same proportion of patients leave hospital as when 
a policy of energetic transfusion and other medical measures 
only were used. On the other hand, it may be said that 
certain groups have significantly benefited from a surgical 
policy, especially patients under 60 with recurrent bleeding 
and those patients with a chronic gastric ulcer. It may also 
be argued that there has, in fact, been some benefit to the 
group as a whole, as the later years have a higher age 
distribution and therefore should carry a higher mortality ; 
and, again, the mortality from partial gastrectomy is already 
included in the overall figure. It must also be remembered 
that this analysis has covered only proved or probable 
cases of peptic ulcer and there are other possible causes, 
although rare ones, for severe gastro-intestinal haemorrhage 
which may require surgical intervention, as, for example, 
simple tumours of the stomach or intestine, diverticulitis, 
vascular lesions, etc. 

The unchanged mortality cannot be accepted at once as 
proving that the surgical policy should be reversed and that 
one should reiurn to general medical measures in nearly 
every case. Certain sub-groups of patients have a better 
prognosis with surgical rather than medical care. The 
situation has also to be reviewed with reference to the 
follow-up, There is a responsibility not only for ensuring 
that the maximum number of patients leave hospital alive, 
but also that the maximum possible number remain alive 
and well after a period of years. A follow-up analysis has 
demonstrated very poor late results in those treated medi- 
cally as compared with those who had had emergency 
partial gastrectomy (Avery Jones, 1956). The situation has 
also to be assessed in relation to the state of the blood 
bank. During the second world war there were ample sup- 
plies of blood available in civilian hospitals, held in reserve 
against air-raid casualties, but to-day pressure is constantly 
brought to bear by the pathologists to reduce demands on 
blood, This naturally encourages a bias towards surgery. 
There are still some physicians who prefer not to seek sur- 
gical assistance, but the balance of evidence is in favour of 
selective emergency surgery. 

Our present policy is to continue a surgical bias knowing 
that the arrest of bleeding by partial gastrectomy in those 
patients with severe continued or recurrent bleeding can be 
undertaken without causing an increase in the overall mor- 
tality and that it offers a better outlook for the patient in 
the future. Our practice is as follows. 

In patients with a known history of chronic gastric ulcer 
there is a strong bias towards a partial gastrectomy at some 
stage during the admission. In a few patients it may be 
decided to operate within the first twelve hours even if there 
is no further bleeding, and this applies particularly to poor- 
risk patients who might have difficulty in withstanding the 
strain of a further sharp bleed. If brisk bleeding occurs, 
or if there is obvious continued bleeding after admission, 


then an emergency partial gastrectomy is performed within 
a few hours and after further blood transfusions have been 
given, In the remaining cases, careful consideration will 
be given to the need for an elective operation before 
leaving the hospital. The general inclination is towards 
more surgery in this group and at any early phase of 
admission. 

With a known history of duodenal ulcer, the tendency 
is towards less emergency surgery and more elective opera- 
tions, but operating immediately if there is severe continued 
bleeding or severe recurrent bleeding with shock. The same 
policy holds for those who have had previous operations 
for duodenal ulcer. 

Patients with a history suggestive of chronic peptic ulcer 
but in whom the site of the crater is uncertain are gastro- 
scoped the same evening or the following morning. Aspir- 
ations of gastric juice may be made for pH estimations. 

Patients with a short history only—less than two weeks’ 
discomfort—or in whom there has been no previous dys- 
pepsia, are gastroscoped, usually on the next regular gastro- 
scopy session or after a recurrent haemorrhage. If there is 
bleeding and if shock recurs twice in patients thought to 
have an acute lesion, the stomach is opened and an attempt 
made to determine the bleeding-point by digital palpation. 
The usual procedure then is a partial gastrectomy in men 
and possibly a submucosal resection of the ulcer in women. 
If no cause for the bleeding is found, a partial gastrectomy 
is performed and a further search made of the fundus 
before the final anastomosis is made. 

In patients with evidence of pyloric stenosis an elective 
operation is planned, if possible after one to two weeks, 
when the electrolytic balance has been restored. 

Patients who have an acute perforation after admission 
for haemorrhage, or those with simultaneous bleeding 
and perforation, have an immediate laparotomy, when, if 
possible, a partial gastrectomy is performed. 

Patients admitted with an acute perforated ulcer treated 
by simple suture who then bleed again after admission have 
a laparotomy with a view to an emergency partial 
gastrectomy. 


Conclusions 


The increase in duodenal ulcer noted previously has 
continued, although the incidence of gastric ulcer seems 
to be stationary. Gastric and duodenal ulcers behave 
differently when analysed statistically in relation to many 
factors such as blood groups, age, incidence, social class, 
occupation, and heredity, and it seems probable that 
they represent independent disease processes. 

The cause of gastric and duodenal ulcer remains un- 
known. Acute erosions and ulcers are common occur- 
rences, and it seems likely that anti-healing factors exist 
which promote chronicity. 

The diagnosis of peptic ulcer, although often simple, 
may at times prove difficult, and there are important 
fallacies in relation to radiological and other methods 
of diagnosis. 

The evidence that dietetic treatment influences the 
healing of gastric and duodenal ulcer is unconvincing. 
Bed rest and cessation of smoking seem to be beneficial. 
There are dangers inherent in overtreatment, medical 
and dietetic. 

Better appreciation of the role of potassium depletion 
has greatly improved the management of pyloric 
stenosis. 

There is still scope for reducing the mortality from 
acute perforation. A proportion of cases have atypical 
clinical pictures and may escape detection. There is a 
role for immediate partial gastrectomy in patients with 
chronic ulceration, causing perforation. 
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The introduction of emergency partial gastrectomy 
for bleeding ulcer has not lowered the overall mortality, 
but nevertheless there are good reasons for undertaking 
it in selected cases. 


I thank Dr. D. Teare for his necropsy observations, and my 
colleagues, Dr. R. Doll, Dr. F. Pygott, Dr. T. D. Kellock, Dr. 
MP Spence, and Dr. J. Balint, for their assistance in the pre- 
paration of these lectures. I am especially indebted to Miss B. 
White, who has undertaken the statistical analysis of my material, 
and to Miss Downie and Mrs. Smith for their secretarial 
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Zollinger, R. M.., 


Three leprosy clinics have been opened in Sokoto Pro- 
vince, Northern Nigeria, by Dr. C. M. Ross, Senior 
Specialist in Leprosy for the Northern Region. Discharge 
certificates were recently presented to 23 people in the pro- 
vince who had been examined and found free from leprosy. 
These are the first discharges in the province, and are an 
indication of the amount of control which is now being 
gained over the disease. The Minister of Health for the 
region has recently announced plans for the building of a 
leprosy training school at Kaduna to continue the fight 
against the disease. 


RESULTS OF SURGERY IN TREATMENT 
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BY 
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In recent years the attitude of surgeons towards cancer 
of the large bowel has become increasingly more agres- 
sive. Formerly a large proportion of the patients suffer- 
ing from this disease were regarded as inoperable, and if, 
as was often the case, the growth lay in the rectum or 
distal colon they were treated by colostomy alone. 
Experience has shown, however, that a simple colostomy 
of this kind seldom afforded any real palliation, and all 
too often its only effect was to add the inconveniences 
of an artificial anus to the patient's existing discomforts. 
Though it overcame any obstructive element it did little 
to allay the other distressing features of an inoperable 
growth—the incessant spurious diarrhoea with discharge 
of slime and blood, the occasional profuse and alarming 
haemorrhages, the severe sacral or sciatic pain, and the 
development of fistulae into other organs or externally. 
This is not surprising, for these symptoms all spring 
directly from the continued presence of the growth in 
the bowel and can only be obviated by its removal. It 
is therefore clearly desirable, where possible in treating 
cancer of the large bowel, to excise the primary growth 
for palliative purposes alone quite apart from any ques- 
tion of cure. 

Fortunately, despite their well-known predilection to 
become fixed to adjacent organs or to the pelvic or 
abdominal walls, carcinomata of the rectum or colon 
can generally be excised by a really determined opera- 
tion, comprising, if necessary, resection of implicated 
adjoining viscera or parietes. Pathological examination 
of the operating specimens thus secured shows that the 
binding adhesions often contain no actual growth but are 
purely inflammatory in character, so that the prognosis 
is frequently much better than was anticipated at the 
time of operation, and an excision which was under- 
taken essentially for palliation sometimes turns out to 
be curative. Even if the growth should eventually re- 
assert itself the patient may often enjoy two or three 
years of comfortable and useful life before this occurs. 
There is thus everything to be said for excision if at all 
possible, and indeed with almost no other form of malig- 
nant disease does really extensive surgery pay such hand- 
some dividends as it does with cancer of the large bowel. 

In his pursuit of this more ruthless policy the surgeon 
is, of course, much assisted by the greatly enhanced 
safety of surgery since the end of the second world war, 
due to better blood-transfusion facilities, improved 
anaesthesia, a clearer understanding of the problem of 
fluid and electrolyte balance, and the advent of anti- 
biotics for systemic and intestinal use. As a con- 
sequence there must now be few patients, even amongst 
the elderly frail individuals who represent such a large 
proportion of the sufferers from cancer of the large 
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bowel, who cannot be made justifiable risks for an 
excision operation. Thus Allen (1950), of Boston, has 
recorded a resectability rate of 95%, and an immediate 
operative mortality of only 2.7% in a series of 195 cases 
of carcinoma of the colon and rectum treated at the 
Massachusetts General Hospital ; and Naunton Morgan 
(1955) in this country has reported a resectability rate of 
94% and an immediate mortality of only 4.3% in a series 
of 477 cases of rectal cancer treated at St. Mark’s, St. 
Bartholomew's, and other hospitals. 

It is to be presumed that similar trends have charac- 
terized the care of cancer of the rectum and colon in 
the hands of the average general surgeon throughout 
the country, but we have been unable to discover any 
extensive published data to support this supposition. It 
seemed to us that it would be interesting to determine 
whether the management of cancer of the large bowel 
has undergone any significant improvement during the 
past 20 years in a large teaching hospital where the 
patients suffering from this disease are shared among 
several general surgical “firms.” We have recently 
attempted to secure such information from the Leeds 
General Infirmary, where this state of affairs has 
obtained. For this purpose we have analysed and com- 
pared, with special reference to the treatment and mor- 
tality, the clinical notes of two groups of cases of 
carcinoma of the rectum and colon. The first group 
represented all the patients admitted to the Infirmary 
with these diseases during the years 1938-43 inclusive. 
and comprised 485 cases; the second one included all 
the patients similarly admitted during the years 1947-55 
inclusive and totalled 1,159 cases. We believe that the 
survey of these patients is instructive in another way, for 
the Leeds General Infirmary, unlike some other teaching 
hospitals, still functions as the main regional hospital of 
its area. Its clinical material therefore gives a fairly 
accurate picture of the relative frequency and common 
modes of appearance of various diseases. For that 
reason the opportunity has been taken to elicit from this 
fairly large combined series of 1,644 cases of cancer of 
the large bowel certain facts regarding the incidence and 
manner of presentation of this condition. 


Site Incidence of Growths in the Large Bowel 
The distribution of the carcinomata in the rectum and 
colon in the two series and collectively is shown in Table I. 
It will be seen that there is no essential difference in the 
incidence in the two periods under review. The frequency 


Taste I.—Distribution of Carcinomata in Various Parts of Large 


Intestine 
Percentage of Growths in Each Site 
Site 1938-43 Series | 1947-55 Series | Combined Series 

(485 Cases (1,159 Cases (1,644 Cases 

Analysed) Analysed) Analysed) 
Rectum 615 [337 $7.4 
Sigmoid colon 1 21-4 213 
Descending .. 29 27 2:7 
Splenic flexure 27 32 30 
Transverse colon 46 i 47 47 
Hepatic flexure 10 | 21 18 
Ascending colon 16 35 29 
Caecum 47 67 61 


to that reported by previous writers, such as Fraser (1938) 
and Judd (1924), but, unlike the cases referred to by them. 
the present series includes carcinomata of the rectum and 
thus reveals the site incidence of malignant disease in the 
entire large intestine. It will be seen that 57.4% of the 
growths in the combined series of 1,644 cases lay in the 


rectum, and that of the 42.6% of growths in the colon proper 
exactly half occurred in the sigmoid region. This indicates 
the enormously increased liability to malignant disease in 
the distal part of the large bowel, and is important from 
the diagnostic point of view, for it means that 78.7%, or 
approximately four-fifths, of the sufferers from bowel cancer 
have their lesions in a situation which can in most cases be 
reached directly by the finger or the sigmoidoscope. 

The remaining 21.3% of carcinomata in the colon were 
distributed over the other parts of the large intestine in the 
following order of frequency: caecum, transverse colon, 
splenic flexure, ascending and descending colon, and hepatic 
flexure. But even in the caecum the incidence amounted 
to only 6.1%. 


Sex Incidence 


The distribution of the carcinomata at different sites in the 
two sexes in the combined series is shown in Table Il. It 
will be seen that altogether 907 of the patients were men and 


Taste Il.—Relative Numbers of Growths in the Two Sexes at 
Different Parts of Bowel in Combined Series of 1,644 Cases 


| No. of Patients with Growths in Each Site 


Site — 
| Males Pemales 

Rectum 559 385 
Sigmoid colon : 176 174 
Descending ,, a8 18 27 
Splenic flexure 25 | 25 
Transverse colon 37 40 
Hepatic flexure 20 9 
Ascending colons... 24 
Caecum 48 $3 

All sites 907 } 737 


737 women, but that this slight male preponderance is ex- 
plained entirely by the higher incidence of cancer of the 
rectum in men than in women—the proportion in this site 
being 559 men to 385 women. Elsewhere the incidence in 
the two series was approximately equal. 


Mode of Presentation 


Broadly speaking, there were three ways in which these 
1,644 patients presented at hospital with malignant disease 
of the large intestine. 

As Non-acute Cases at the Out-patient Clinics—The 
great majority of the patients were referred to the out- 
patient clinics or consulting-rooms with an obvious carci- 
noma of the rectum or colon or with suggestive symptoms 
requiring further investigation, and were admitted to hos- 
pital in due course as non-urgent cases with a view to radical 
or palliative treatment. 

As Emergency Cases with Acute Intestinal Obstruction.— 
A much smaller proportion of the cases were admitted as 
emergencies with symptoms of acute intestinal obstruction. 
Roughly two-thirds of these had had, for some weeks or 
months prior to the onset of these acute symptoms, other 
complaints referable to their growth, but their significance 
had not been appreciated by the patient or his doctor. It 
was therefore essentially on account of the acute obstruc- 
tion that the patient was admitted to hospital, and the relief 
of obstruction was the prime essential in treatment. 

As Emergency Cases with General or Localized Peritonitis 
Due to Perforation of Colon—A still smaller percentage 
of the patients were admitted urgently with a local or general 
peritonitis due to perforation of the colon either through a 
stercoral ulcer some distance proximal to an obstructing 
growth, and often in the caecum, or, much more commonly, 
at the site of the carcinoma itself. 

The proportion of patients in these three categories was 
roughly the same during the two periods under review. Of 
the combined series of 1,644 cases, 1,239 (75.2%) were 
admitted as non-urgent cases, 290 (18%) as emergencies 
with acute intestinal obstruction, and 115 (6.8%) as emer- 
gencies with perforation and peritonitis. 
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Our ultimate aim in this survey was to determine the 
proportion of patients in the two series who were given the 
benefit of a radical operation and the number who survived 
this operation. But first of all it is instructive to review the 
initial management of the cases admitted with acute obstruc- 
tion or perforation of the bowel and see if, with our better 
knowledge of fluid and electrolyte balance and the use of 
antibiotics, there has been any improvement in the results 
of treatment of these emergencies in recent years. 


Cases With Acute Obstruction 


Nine of the patients with acute obstruction were virtually 
moribund on admission and never rallied sufficiently for an 
operation of any kind to be performed before they died. 
In 15 other cases the only treatment employed for the 
obstruction was enemata, which were successful in 14. The 
remaining patients were subjected to operation, which usually 
took the form of a decompression or a short circuit, leaving 
the neoplasm in situ, but in a few instances involved a re- 
section of the growth by an intraperitoneal technique with 
sutured anastomosis, or a Paul—Mikulicz type of operation. 
The various measures employed in these obstructed cases in 
the two series and the resulting immediate mortality are listed 
in Table IL. 


Taste Ill.—/mmediate Treatment of Acutely Obstructed 
Carcinoma ia of Large Intestine 


1938-43 1947-55 
Forms of Treatment N t ory “i No. of N f 
Cases Hospital! Cases Hospital 
Treated Deaths Treated Deaths 
Expectant 5 5 4 
Enemata alone 0 14 
Caecostomy | 54 24 
Colostomy, transverse or iliac 14 | 8 68 il 
lico-transverse colostomy .. | 0 0 3 
Primary resection: | 
Right hemicolectoiny with 
anastomosis ! 0 16 i 
With 
Other forms | anastomosis 0 0 7 2 
of By Paul- 
colectomy Mikulicz | 
method .. | 10 | 3 24 6 
Miscellaneous operations a 4 13 2 
All forms of treatment s9 32 (845) $4(23-4%) 


It will be seen that the immediate mortality of acutely 
obstructed carcinomata has declined from 54% during 1938- 
43 to 23.4% during 1947-55. Some of this improvement may 
be attributable to the relatively less frequent use, during the 
latter period, of caecostomy, which appears from this ana- 
lysis to be a particularly hazardous operation, often followed 
by fatal sepsis. Another factor which may have been of 
importance was the better control of fluid and electrolyte 
balance and the availability of antibiotics during the second 
period. Incidentally, it is interesting to note that the 
number of deaths following primary resection—that is, right 
hemicolectomy, colectomy at other sites with intraperitoneal 
anastomosis, or Paul—Mikulicz resections—in 58 of these 
obstructed cases was not as great as might have been feared 
—being only 12 (20.6%), the majority occurring after opera- 
tions of the Paul—Mikulicz type. 


Cases With Perforation and Peritonitis 


Many of these patients were desperately ill on admission 
and rapidly died ; included in this group were most of the 
20 patients with a diastasic perforation, usually of the 
caecum, proximal to an obstructing carcinoma of the left 
colon. A certain number of the others were treated by 
laparotomy, suture of the perforation, and the establish- 
ment of a proximal colostomy or caecostomy. In a few 
cases the perforation was exteriorized as a colostomy, or a 
resection of the perforated growth was performed. The 
frequency with which these various methods of treatment 
were used and the immediate results are indicated in 
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Taste 1V.—/mmediate Treatment of Carcinomata of Large Bowel 
Complicated by Perforation and Peritonitis 


1938-43 1947-55 
= of No. of ~ + No. of 
Hospital! Hospital 
Submitted Deaths Submitted Deaths 
toit to 
Expectant se il | il 23 23 
Suture of perforation together 
with colostomy or caeco- | | | 
stomy 25 19 32 | 25 
Primary resection (right | 
hemicolectomy or Paul's | 
resection) 6 2 16 } 3 
“All ‘forms of treatment 43 33 (76-7%) 72 $2072) 


Table IV. The mortality remained approximately the same 
in the two groups, being 76.7%, during the first and 72°, 
during the second. It will be seen that the best results were 
obtained by primary resection of the perforation and growth 
where their relative proximity made this possible. 


Cases Proceeding to Radical Excision 


Altogether 765 (48.4%) of the 1,644 cases were eventually 
submitted to radical operation, but there was a considerable 
difference in the resectability rate during the two periods 
under review. Thus radical excision was carried out in 
only 127 (26.2%) of the 485 patients seen during the years 
1938-43, but 638 (S5°.) of the 1,159 patients treated during 
1947-55 proceeded to excision of the primary tumour. 

Influence of Mode of Presentation of Disease on Ultimate 
Resectability.—Most of the patients proceeding to resection 
during both periods under review were derived from the 
group of cases presenting non-acutely. The proportion of 
patients eventually achieving resection in the groups with 
acute obstruction or perforation was much less, partly owing 
to the smaller size of these groups and partly on account of 
the rather lower resectability of growths which have been 
complicated in these ways. Thus of the 1,239 patients 
presenting non-urgently at the out-patient clinics, 631 (50°.) 
were submitted to resection. By contrast, only 124 (43°,) 
of the 290 cases with acute obstruction and 22 (19%) of the 
115 with perforation and peritonitis eventually proceeded 
to resection. 

Influence of Site of Growth on Operability Rate.—Il the 
resectability rate is related to the site of the growth in the 
two periods under review, as in Tab!e V, the interesting fact 


Taste V.—Influence of Site of Growth on Resectability Rate of 
Carcinoma of Large Intestine 


1938-43 1947-55 
No. of No. of 
ite of Cases Cases No. 
Growth | Seen with Seen with Deemed 
| Growths | Resect- Growths Resect- Rate 
| in this able in this able 
Site } Site 
Rectum 298 47 15-7% 646 363 $6-2% 
Sigmoid . 102 | | 248 118 47:5" 
Descending 
colon 14 8 31 26 83-9% 
Splenic flex- | | | 
ure 13 4 19 | $1-4% 
Transverse 
colon .. 22 | I 50-0% $5 33 60-0", 
Hepatic 
flexure 5 3 | 2 14 
Ascending | | 
colon .. 8 7 87-5% | 40 20 $0 0% 
Caecum .. 23 12 $2-2% | 78 45 57-71% 
~All sites 485 127 26-2% 1,159 638 55-0% 


emerges that the rise in resectability in the second period is 
due almost entirely to the more radical management of 
carcinomata in the rectum and sigmoid colon. In the first 
period few of these lesions were removed, but during the 
second an increasing proportion have been subjected to ex- 
cision each year, For growths elsewhere in the colon, and 


| 
= 

¥ 

—— - _- — 


796 Aprit 6, 1957 
especially those on the right side, there has been little 
change in the resectability rate, which actually has been 
fairly high throughout. 


Influence of Rise in Resectability Rate on Mortality of 


Radical Operations.—This increase in the proportion of 
patients proceeding to radical operation in the post-war 
period would be a very hollow achievement if it were 


accomplished at the expense of a considerable rise in the 
operative mortality. In fact, the number of operative deaths 
following radical operation in the 1938-43 period was 24 
out of a total of 127 radical operations, which gives an 
Operative mortality of 18.8%, whilst the number of imme- 
diate deaths in the 638 patients proceeding to resection in 
the 1947-55 period was 71, giving an operative mortality 
rate of 11.1 The mortality rate has thus actually fallen 
despite the increased operability in this latter period, the 
effect being that a much greater proportion of patients have 
left the hospital with a chance of cure during 1947-55 than 
during the 1938-43 period (see Table VI. 


Taste VI.—Proportion of Patients Leaving Hospital Alive After 
Radical Operation for Carcinoma of Large Bowel 
1938-43 1949.55 
No. of patients seen ans 1,159 
No. of patients treated by radical 
operation 127 (262%) 638 (55°,) 
No. of patients leaving hospital alive 
after radical operation (includes 
some palliative excisions) 10 (237) S89 (51°<) 
Choice of Radical Operation.—The various types of 


radical operation employed in both these series of cases 
are listed in Table VII. As would be expected from the 
increasing resectability of rectal and sigmoid cancer in the 
latter years revealed in Table V, many more rectal excisions 
have been performed during the 1947-53 period than in the 
previous period. In addition, it will be noted that the 
perineal or sacral type of operation, which was previously 
in vogue for excision of the rectum, has given way largely 
to the combined abdomino-perineal excision. 


Taste VIL—Types of Radical Operation Used in Treatment of 
Carcinoma of Large Intestine 
1938-43 1947-55 
Type of N | | 
0. of No. of No. of No. of 
Operation Performed Times Hospital, Times Hospital 
Used Deaths Used Deaths 
Right hemicolectomy with ana- 
stomosis 20 4 | | 4 
Resection of transverse or left 
colon with anastomosis | 24 | 6 142 | 12 
Resection of transverse or left | 
colon by Paul-Mikulicz method 33 6 ; 62 il 
Anterior resection of rectum with | 
anastomosis 0 12 ! 
Abdomino-perineal excision of | 
rectum 4 2 | 338 40 
Perineal excision of rectum | 46 4 | $s 0 


Number of Patients Ultimately Cured by Radical Excision. 
-~As nearly half the combined series of 1,644 cases surveyed 
fn this paper were treated in the last five years, and as no 
reliable follow-up system was in operation during the earlier 
years, it is clearly impossible to provide any reliable in- 
formation regarding the percentage of five-year survivors 
amongst the patients discharged after radical operation. 
However, Dukes (1944) has estimated that approximately 
50% of the survivors from combined excision of the rectum 
are alive and well five years later, and Rankin and Graham 
(1950) claim that, of the survivors of radical operations for 
carcinoma of the colon, between S50 and 60°,—depending 
on the precise site of the growth—live free of recurrence for 
at least five vears. It would be tempting to suppose, 
therefore, that some 50% of the patients in this series who 
left hospital after a radical operation will survive for five 
years or more. It has to be remembered, however, that 
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included among these resection cases are a number of patients 
who underwent purely palliative resections in the presence of 
hepatic metastases or other evidences of irremovable growth. 
No question of cure arises in these cases, and their inclu- 
sion will obviously lower the five-year survivals. It would 
be too much to hope, therefore, that an overall cure rate of 
50% will be achieved, but we reckon that the results should 
not fall far short of this figure. 


Summary and Conclusions 


The treatment and operative mortality of carcinoma 
of the large intestine are compared in two consecutive 
series of cases admitted to the General Infirmary a: 
Leeds during 1938-43 and 1947-55 respectively. 

In the former group of 485 cases the growth was found 
to be resectable in 26.2%, with an operative mortality of 
18.8%. By comparison in the latter group of 1,159 
cases resection was performed in 55%, with an operative 
mortality of 11.1%. 

Approximately four-fifths of the growths in both 
series lay in the rectum or sigmoid, and the improve- 
ment in the resectability rate in the second series was due 
almost entirely to the more radical management of car- 
cinomata in these situations during the latter period. 
The resectability of carcinoma of other parts of the large 
intestine remained much the same in the two periods 
under review. 

The reduction in the immediate mortality following 
radical resection during the second period is attributed 
mainly to better control of fluid and electrolyte balance 
and to the use of antibiotics. The improvement in the 
results of emergency operations for the cases complicated 
by acute intestinal obstruction may have been due in 
large measure to these factors also, but was probably 
referable in part to changes in the choice of operation— 
namely, to the greater use of transverse colostomy 
instead of caecostomy for obstructed growths of the left 
colon. The high mortality of perforation of the colon 
with resulting peritonitis has remained virtually un- 
changed, making this still a most lethal complication of 
cancer of the large intestine. 


We are indebted to our surgical colleagues at the Leeds General 
Infirmary for kind permission to include their patients in this 
survey, and to Professor E. Grebenik for much helpful criticism 
from the statistical point of view. 
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Science for Everyman is an annotated book list due to be 
published by the National Book League early next year. Its 
production has been made possible by a generous donation 
from Unilever Ltd. The list, which will comprise some 
1,500 titles, is intended for the non-specialist scientist. It 
will cover many branches of science, including mathematics, 
physics, chemistry, astronomy and meteorology, geology, 
oceanology, biology and biochemistry, genetics and evolu- 
tion, zoology, ornithology, botany and agriculture, techno- 
logy, and the history of science. The lack of a non-specialist 
bibliography, and the need for it, became apparent during 
the preparation of an exhibition of books for last year’s 
meeting of the British Association. The National Book 
League hopes its list will prove a useful basis on which 
to build a non-specialist scientific library. 
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Department of Psychiatry, St. George's Hospital, London 
Amongst the reasons why facts about homosexuality are 
so hard to come by are: (1) the problem of definition. 
What are the criteria for homosexuality ? Should the 
emphasis be on preference or performance? How 
widely should the net be cast ? Thus, according to the 
psycho-analysts, a homosexual component (sometimes 
conscious but often not) exists in everybody; and if 
this is correct homosexuality in this sense is universal. 
(2) The natural reluctance of individuals to admit to a 
component or preference which is socially condemned 
or to acts that are illegal and liable to heavy penalty. 

But we can probably all agree (a) with the general 
definition—namely, that homosexual means “ having a 
sexual propensity for members of one’s own sex” 
(O.E.D.); (b) that this propensity varies quantitatively 
in different individuals and can also vary quantitatively 
in the same individual during different epochs in life ; 
and (c) that, as in other fields of experience and be- 
haviour, introspection being neither exhaustive nor in- 
fallible, the individual may quite genuinely not be fully 
aware of either the existence or the strength of his moti- 
vations or propensities ; and of course he can lie about 
them. 

We can probably also agree that “having a sexual 
propensity for members of one’s own sex” can affect 
behaviour, both in psychosexual and in other spheres, in 
a variety of ways. Explanations of individual behaviour 
in these terms range, however, from those based on the 
recognition of sexual acts consciously motivated by 
homosexual propensities to others that (to many) are in 
the nature of queer speculations, unproved and improb- 
able (for example, that all aesthetic appreciation has 
roots in homosexuality). Between these extremes lies 
a whole series of more or less legitimate deductions and 
inferences. 

Selection of Cases.—We have tried to short-circuit 
these difficulties by confining our study to cases in which 
homosexuality was recorded on the diagnostic summary 
cards kept by one of us as being either the presenting 
problem or a major part of the diagnostic formulation. 
All of these patients were consciously aware of their 
homosexual propensities and/or had indulged in homo- 
sexual acts with others. Cases of inferential or “ latent ” 
homosexuality were not included, nor were the cases 
whose homosexual preference or performance seemed 
to be an incidental finding of secondary significance 
from the psychiatric point of view. 

Incidence.—From a series of 5,000 cases seen in pri- 
vate practice, the incidence of homosexuality, as out- 
lined above, worked out as 5%, of males over the age of 
16 and 0.3% (a total of 7 cases) of females over 16. 

Of the original 128 male cases, 100 were chosen for 
further study on the arbitrary basis of adequacy of 
documentation. 


*Can I change ?"’) as the presenting com- 
plaint 2s 
Various psychiatric problems (for example, de- 
pression, excessive drinking) rather than 
direct worry over as the 
senting complaint ‘ oe 
Pressure from friends or relatives” 
Marital difficulties, including impotence , 
Homosexual jealousy or deprivation reactions .. 
Executive problems 
Fear of scandal arising from homosexual acts 


Age.—The ages of the group ranged from 16 to 69, the 
mean being 28.2 and the median 33 years. Table I shows 
the age distribution. In successively higher age groups, the 
proportion who came because of a criminal charge rose 
steadily. 


Taste I 
Age: 16-25 26-35 | 36-45 46-58 56-65 | 66- | Total 
Charged £44 2 0 
Not charged 20 23 18 70 
Totals 22 4 27 «| «(43 2 2 100 


Education and Occupational Status.—The educational and 
occupational status of the group as a whole was high: 51 
had been to public schools, 19 to grammar schools, 13 to 
secondary schools, and only 10 to elementary schools. 
Satisfactory information about the education of the remain- 
ing 7 is lacking. Of the 100, 41 had been to universities. 
As regards occupations, using the Registrar-General’s coding, 
the distribution was as follows: (1) professional, 34; 
(Il) intermediate, 24; (II]) skilled, 21; (IV) semi-skilled, 
1; (V) unskilled, 1; students, 8; not classified, 11; total 
i00. The most highly represented occupations were: civil 
servants, 7; doctors, 6; clergymen, 6; school teachers, 6; 
and 7 worked in jobs connected with stage or radio. There 
was one window-dresser and one dress designer 


Associated Psychiatric Disorders 

Abnormalities of Personality.—It is always difficult to 
assess or classify these. The best we could do was to group 
them as follows: sociopathic, 12; inadequate or neurotic, 
18 ; average, 38 ; good, 26; not classified, 6. 

Previous Breakdowns.—In 23 there was a history of ner- 
vous trouble in the past which had either received medical 
treatment or was judged retrospectively as severe enough 
to have merited this. In addition, 8 had in the past received 
treatment specifically for homosexuality. 

Psychiatric Diagnoses.—The following diagnoses were 
made at the time of consultation: anxiety state, 6; alco- 
holism (including . Paranoid), 4; reactive depression, 2; 
hysterical renction, 2 2; obsessional or phobic, 3 ; endogenous 
depression, 2 ; psychopathic mood-swing, 2 ; mixed neurotic 
problem, 2; suspected dementia, | ; post-meningitic person- 
ality changes, 1; mental deficiency, 1; total 26. 

In all, 43 had either an associated psychiatric syndrome 
(often minimal) or a neurotic, inadequate, or “ sociopathic ” 
personality, or a combination of both. Of the remaining 
57, 6 gave a history of psychiatric trouble in the past. Thus 
in spite of the probability that any group of homosexuals 
referred to a psychiatrist might be expected to be heavily 
weighted in the direction of psychiatric abnormality, no 
fewer than 51°, were considered to be free from gross per- 
sonality disorder, neurosis, or psychosis during their adult 
lives. Only one was certifiably defective and none certifi- 
ably insane. They included a number of important and 
talented individuals of high integrity, successful, efficient, 
and respected members of the community. Only two had 
been on any criminal charge other than homosexuality. 
Very few showed the traditional “ pansy" picture of homo- 
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sexuals ; indeed, only 21 were noted to have at all obvious 
homosexual personality traits, only one of these being a 
paedophiliac 


Psychosexual Experience 


Continence.—All but 11 of the 100 cases admitted to one 
or more homosexual acts with others since adolescence. 

Frequency of Acts.—Suflficient information was available 
in 60 cases who admitted to activity with others to say that 
at a very conservative estimate, these 60 persons committed 
between them 600 and 700 (criminal) acts a year. We have 
no doubt that the true figure would be much higher. This 
opimon is based on special inquiry directed to those cases 
we were able to follow up personally and fortified by data 
given by other patients, not included in this series. In an 
ordinary psychiatric assessment, as opposed to a research 
project, it is often not relevant to inquire into the sexual 
practices of patients in full detail, whether as regards fre- 
quency or type. 

Types of Act.—Between practising adults, mutual mastur- 
bation was almost universal. Including follow-up informa- 
tion, buggery was noted in 29", and fellatio (and concerning 
oral-genital activities no special inquiry was usually made at 
all) was noted in 11 

For the reasons just given, we are satisfied that the per- 
centages given for buggery and fellatio greatly underestimate 
the true incidence of such practices. We have little doubt 
that, although individuals do differ in their preferences, most 
regularly practising homosexuals indulge at some time or 
another in all available types of homosexual acts, both 
actively and passively. 


Taste Il.—Comparison of Continent Homosexuals, Known 
Buggers, and Practising Homosexuals not Noted as Practis- 
ing Bueeery 


| Practices. 
Continent | Buggery No Known 
Bugeery 
No. | % | No.!| % | 
Age 30 or under | 6 S4 12 4! 24 40 
Occupational class | or I 7 o¢ 18 62 3 $5 
Public school 4 36 16 55 31 Ss! 
Charged - 10 34 20 33 
Charged more than once - $ 17 i 18 
Associated mental disorder or | | 
history a 36 ll 38 20 33 
Sociopathic 0 0 4 i4 x 13 
Neurotic or inadequate person- | 
ality 2 1 | 4 12 20 
Good personality 3 a} 24 16 26 
* 100°, homosexual" 2; 2 16 5S 24 40 
6 or more partners admitted - - 19 66 il 18 
Acts with boys under 16 — - 3 10 12 2» 
Totals i! 100 29 100 60 100 


Comment.—In respect of the factors tabulated, there was 
no statistically significant difference between the continent 
and practising groups. 

The Special Legal Position of Buggery.—The law singles 
out buggery from other homosexual crimes and prescribes 
a maximum penalty of life imprisonment; whereas for 
“indecent assault” and acts of gross indecency the maxi- 
mum penalties are ten years and two years respectively.* 
Taking a number of criteria (Table ID, the only differential 
point we could find between those known to practise buggery 
and those in whom buggery was not noted was the apparently 
higher level of promiscuity, 66%, admitting to six partners or 
more as compared with 18°. (Difference highly significant, 
0.01.) 


* Medico-legal Nowe. (1) Any act between ote anywhere, 
whether in public or private, is at present a criminal offence if 
it involves “ indecency “—that is, contact with or exposure of 
the private parts with the intent, either oye or reasonably 
inferred, of obtaining sexual excitement. (2) “ Indecent assault ” 
means in effect (with few exceptions) Sehieaoieal behaviour with 
a partner under 16 years of age, and need not and usually does 
not contain any ingredient of violence. It very often consists 
only in gentle fondling. 
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Paedophiliacs 

We found it possible to divide our series rather sharply 
into those who were sexually attracted by pre-pubertal boys 
(paedophiliacs) and those who were not. Seventeen 
admitted, or showed, paedophiliac impulses. Of these, 
twelve were not attracted by adults and only five were 
attracted at different times in their lives both by pre-pubertal 
boys and older males; the number of these five who 
admitted acts with young boys and adults was two. Further, 
one of these was mentally defective, and in the other impul- 
sive fondling of a young nephew was a transient phase of 
doubtful significance. 

In our series the age of the preferred love object was quite 
strikingly fixed; apart from the two dubious cases men- 
tioned, there was no evidence in favour of the concept that 
adult-seeking homosexuals tend, sooner or later in their lives. 
to prefer young boys (the so-called “ rake’s progress *). 

Further analysis of the 17 paedophiliacs in our series 
showed that they differed from the “ adult-seekers ~ in the 
following respects : (1) The paedophiliacs came more often 
because of a charge than for other reasons. (12 out of 17 
as compared with 18 out of 83.) (y°=13.7; P<0.01.) (2)A 
higher proportion of paediophiliacs were married (7 out of 
17 as compared with 12 out of 83.) (\°'=4.96; P<0.05.) 
(3) They tended to be older than the remainder—for 
example, 9 out of 17 paedophiliacs were over 41 as com- 
pared with 19 out of the other 82 members of the series 
(\°=4.9; P<0.05). 

Another distinctive feature of paedophiliacs lies in their 
social isolation from other homosexuals, many (probably the 
majority) of whom regard the seduction of young boys as 
abnormal and immoral. Paedophiliacs are seldom members 
of homosexual coteries ; they are obliged to be lone wolves 
in their sexual pursuits, of which they are often much 
ashamed. The capacity for self-deception which many 
paedophiliacs show is possibly a reflection of this shame. 
For example, in our series a married schoolmaster of 40 who 
had made a practice for years of inspecting and fondling 
boys’ genitals in the dormitories at night, explained his 
actions as a means of making sure that the boys were not 
masturbating—that is, as benevolent supervision. A 69- 
year-old priest who had been assaulting boys twice weekly 
for at least a year said, “1 must have known it was wrong, 
but somehow I never thought of it.” 

According to Kinsey (personal communication) paedo- 
philiacs constitute only a small fraction, not more than 3%, 
of homosexuals as a whole. In our experience of psychiatric 
practice, the proportion is somewhat higher, and amongst 
those criminally charged it is very much higher, in fact mis- 
leadingly so. 


The Homosexual-heterosexual Scale 


Homosexuality is not an “ all-or-none ” condition. In this 
series every gradation was found between apparently exclu- 
sive, lifelong, “ 100%" homosexuality, without any con- 
scious capacity for arousal by heterosexual stimuli, and pre- 
dominant heterosexuality with only transient or minor homo- 
sexual inclinations. Kinsey ef al. (1948) introduced a seven- 
point rating of homosexuality, with a maximum of 6 points 
for sexual arousal and activity with other males only, 0 for 
exclusive heterosexuality, 3 for arousals and acts equally 
with either sex, and intermediate scores accordingly. The 


Taste Il 
| 
| Approx. 
Original! Classification |_ Kinsey Number 
| Seuivalent 
* 100°," homosexual (or nearly so) . 42 
Bisexual, homosexual 4 29 
Bisexual, not predc ly 1, or transi- | 
Bisexuality not otherwise specified a | 2-5 | 3 
Homosexual, not classified. se “+ 10 
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original notes did not use this scale, but in the following 
classification the very approximate “Kinsey equivalents ” 
are shown in Table III. 


Diagnostic Criteria 

The fact that the same act may have a totally different 
psychosexual significance for different individuals was illus- 
trated by the cases of two young men who had both been 
fined for the same act of gross indecency (mutual masturba- 
tion). The doctor of the organization for which they both 
worked sent them for an opinion on prognosis. One was 
found to be exclusively homosexual and was judged to have 
no chance of changing in the direction of heterosexuality ; 
the other was almost entirely heterosexual in his psychic 
responses, and the incident in his case was considered an 
isolated and insignificant one. Follow-up confirmed these 
opinions. 

In forming an opinion on the place of a given individual 
on the homosexual—heterosexual continuum, account was 
taken of masturbation fantasies and erotic dream content. 
Friendly but disinterested relations with girls were taken to 
mean a poorer prognosis, in terms of possible changes in 
the direction of heterosexuality, than shyness and embarrass- 
ment in female company. 


Heterosexual Activity 


Many homosexuals indulge in intercourse with women out 
of academic curiosity or in an attempt at self-diagnosis or 
treatment. For assessment purpose the subjective aspect 
of heterosexual experience—whether it is enjoyed or desired 
or not—is more important than what physically takes place. 

In our series 19 were ‘at some time married and another 
17 had physical heterosexual experience. One 60-year-old 
man was persuaded by his wife to seek advice for impotence. 
He had married 25 years previously in the hope of curing 
his homosexual tendencies, but found that he could achieve 
orgasm only with the help of homosexual fantasies. He 
continued to do so, and was physically successful for the 
first 23 years of his marriage, after which his potency failed. 
He had six children, but remained homosexual. Sexual 
intercourse was, in effect, masturbation per vaginam so far 
as his psychic responses were concerned. 


Facultative Homosexuality 


Facultative homosexuality is not an entity apart, and the 
term may be used in respect of almost any bisexual indi- 
vidual. In our series there was clear evidence of facilita- 
tion of homosexual acts by environmental factors in 10 
cases. One man, for example, avoided the company of 
women on legal advice while his divorce was pending, and 
got involved in homosexual activities which led to a criminal 
charge. Another, also on a charge, had sought consolation 
in homosexual contacts when economic failures increased the 
isolation which he felt as a relative dullard in a clever family. 


Treatment 


Objects——The objects of treatment can be arbitrarily 
divided under four main headings : (1) change in direction 
of the sex urge, (2) greater continence, (3) greater discretion, 
and (4) better adaptation to the sexual problem and to life 
in general. 

Methods.—As always in psychiatry, treatment consists in 
a mixture of physical, psychological, social, and environ- 
mental measures in varying proportions according to the case. 

Recommendations Madea) In-patient care, generally 
for an associated psychiatric condition such as alcoholism, 
was advised in 11 cases. (b) Psychotherapy, in the broad 
sense of further psychiatric interviews of any number or 
type (including analysis), was recommended in 23 cases. A 
choice of hospital or private treatment was available. (c) In 
the remaining 66 cases treatment was limited to discussion 
at the initial interview, simple counsel, prescription of medi- 


cines or environmental adjustments. Psychotherapy in these 
patients was either not advised or (for example, for geo- 
graphical reasons) was impracticable. 

Legal Reports.—Reports were written to solicitors in 22 
cases, but evidence was given in only 9. The discrepancy 
may be partly due to the fact that reports often contained 
information and opinions which would have been highly 
damaging to the defence if revealed in court. For example, 
in two such reports, the opinion was expressed that prison 
would be the most appropriate treatment. 


Follow-up 


Method.—The extent of the follow-up was limited by the 
need for circumspection. In 95 cases letters were sent to 
the patient and/or one or more of the following: relatives, 
family doctors, psychiatrists, other doctors, solicitors, proba- 
tion officers. Letters to patients generally contained an 
invitation to attend for personal interview. The response 
is shown in Table IV. 

Taste IV 


Seen personally by one of us oe 

Documentary information bearing on sex life 
7 am not bearing on sex life 

No reply, or useless reply .. és 


Changes in Orientation.—Of the 59 patients about whom 
sufficient information was available, 9 (or roughly 1 in 6) 
reported less intense homosexual feelings, or increased 
capacity for heterosexual arousal, 3 became more homo- 
sexual in preference than when first seen, and no change, 
even of a minor order, was found in the sexual orientations 
of the other 47. When a change was found it often 
amounted only to a slight alteration in the balance of 
masturbatory fantasies. 

Changes in Performance.—Of the above-mentioned 59 
patients, 11 showed improved discretion in or control of 
their persisting homosexual desires. 4 became more active. 
and another 9 were charged during the follow-up period 
with homosexual offences. 

Changes in Adjustment.—Twenty-three were reported to 
show improved subjective adjustment or general well-being ; 
this (rather than increasing unhappiness) was the main trend. 
Three died (one by suicide). 

Those Seen Personally—The 15 who came for interview 
were a self-selected minority, but they provided more reliable 
follow-up data than the remainder. Five reported a change 
towards heterosexuality, 2 were more homosexual in prefer- 
ence, 2 were more discreet, and 3 were more actively prac- 
tising than before. 

Comparison with Original Prognosis.—Of the 59 cases in 
whom follow-up information was available, the original 
opinion on the diagnosis and prognosis of the homosexual 
condition was sufficiently detailed in 52 for the comparison 
shown in Table V to be made between prediction and 


Taste V 
Changes in Preference 
Diagnosis and Prognosis Total Towards | More 
Hetero- | Homo- No 
sexuality | sexual Change 
“ 100%" homosexual—no 
chance of change 24 1 — 23 
Pred ly he 1 
—little chance of change 14 2 | 0 12 
Bisexual, reasonable chance } 
of change 14 6 3 5 


outcome. It will be seen that the original forecast was most 
often correct in cases of the “100%,” type. Adding the 
first two groups, 3 out of 38 changed towards heterosexuality 
as compared with 6 out of 14 of the third group. The 
difference is highly significant (P<0.01). 

Age and Prognosis.—Changes in preference in the direc- 
tion of heterosexuality occurred more often in those aged 
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16 to 25 (6 out of 20) than in those aged 26 or over (3 out 
of 39). This difference was not, however, statistically signi- 
ficant. Thus, such changes were related more clearly to 
the degree of bisexuality as originally formulated than to 
age. 

Effects of Psychotherapy.—Twenty-five patients who had 
psychotherapy of any kind during the follow-up period were 
compared with a matched group not so treated. The mean 
duration of follow-up was 44 years. No difference between 
the two groups could be discerned as regards change in 
sexual orientation, discretion, or control. Rather more of 
the treated patients (12 out of 25 as compared with 8 out 
of 25) appeared to come to better terms with their problems 
at a subjective level, but increased overt activity was some- 
times noted after treatment. None of these differences was 
statistically significant. (It is proposed to publish detailed 
findings separately.) 


Some Special Problems 


Education—There were few differences in the histories 
of ex-public and grammar school boys respectively. Homo- 
sexual practices at school age were noted in 12 out of 51 
of the former and in 7 out of 19 of the latter; these pro- 
portions are not significantly different from each other. 

Seduction.—Seduction, or an attempt thereat, by an adult 
or much older youth was stated to have occurred before 
the age of 14 in 13 patients and between 14 and 18 years 
in four other patients. Seduction was reported in 9 out of 
30 cases on a criminal charge, and 8 out of 70 who were 
not, the difference being just significant (x*=3.90 ; P<0.05). 
Comparison of the incidence of a history of seduction 
in those with impulses directed towards pre-pubertal boys 
(S out of 17) and the remainder (12 out of 83) revealed no 
statistically significant association. 

Promiscuity.—Some patients were extremely promiscuous, 
and great risks were taken in making contacts in public 
lavatories despite the known observation kept on such places 
by plain-clothes police. Among reasons given for taking 
these risks were anatomical proximity and convenience, 
voyeuristic pleasure (“ Penises to me are like tits to the 
reader of Vie Parisienne), and fantasies of meeting promi- 
nent figures (“ You never know—X.Y. (a well-known film 
star) might be standing next to you”). Uriniferous odours 
have an aphrodisiac effect on some. It has been suggested 
that the illegality of homosexual acts enhances their appeal. 
We think that some homosexuals do gain vicarious added 
pleasure by eluding capture. On the other hand, we have 
found no patient whose enjoyment has been enhanced by 
detection and punishment—any more than thrill-seeking 
racing drivers enjoy a crash. It is our impression that homo- 
sexuals tend to be more persistently and consciously pre- 
occupied with sexual thoughts and images than other males. 

Blackmail.—Only two patients had a history of being 
blackmailed in the past. Fear of blackmail was absent in 
the group as a whole. There was little knowledge of it 
even at second hand. 

Marriage.—Nineteen were, or had been, married. In 
only eight was marital adjustment apparently satisfactory. 
A significantly higher proportion of the married (10 out 
of 19) than of the single men (20 out of 81) came because 
of a criminal charge (x’=5.1 ; P<0.05). The charge con- 
cerned boys under 16 in 5 married and 8 single men. Of 
the 10 married men on a charge, the wives of three were 
pregnant at the time of the alleged offence. 

Criminal Charges——The criminal charges which brought 
30 to the original consultation were: buggery, 2; indecent 
assault, 12; indecency or gross indecency, 11 ; importuning, 
5. Only one man was charged with acts with adults in 
private. Adding past history and follow-up findings, in all 
36 men were the subject of 54 homosexual charges. 

The apparently higher rate of recidivism in those who had 
been charged before was not significant. Psychiatric find- 
ings were negative, in the sense previously used, in 19 out 
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Taste VI 
Total Follow-up Period 


Charged when first seen, and/or 
previously 33 6 

Not charged when first seen, nor 
previously 67 3 
Towls .... 100 


of 30 seen because of a criminal charge, and 32 out of 70 
of the remainder. There was no significant difference in 
these proportions, A similar comparison taking into ac- 
count also past and subsequent charges also failed to reveal 
any significant difference in the incidence of psychiatric 
abnormality in those who were charged once or more than 
once, as compared with the homosexuals who kept out of 
legal trouble. Two men in the series were at one time or 
another on other criminal charges (one false pretences, one 
living on immoral earnings). 

Alcohol.—Four of the 100 patients were alcoholic, and 
another 10 drank excessively. Homosexual acts were 
allegedly facilitated by alcohol in 12 cases, including 2 of 
the aforementioned 14. Such facilitation occurred more 
often (5 out of 13) in those charged more than once than 
in those charged once only (3 out of 23), and least often 
(4 out of 64) in the remaining practising homosexuals who 
were not charged at all during the span of the investigation. 

Associated Perversions—Apart from the various available 
types of homosexual act the incidence of other known per- 
versions in the series was four. Three men had sado- 
masochistic fantasies (one involving horses) and one a muscle 
fetish—that is, he derived erotic satisfaction from the con- 
templation, per se, of well-developed muscles. 


Discussion 


The literature on homosexuality shows a very wide diver- 
gence of opinion on what should be included. The present 
study was restricted to persons who we believe were homo- 
sexual or showed homosexual problems by any criterion. 
On the other hand, owing mainly to two factors, the group 
was a highly selected one, and to this extent cannot be re- 
garded as representative of homosexuals as a whole. 

The first of these factors was that all cases were referred 
for a psychiatric opinion, and would therefore be likely to 
contain a high proportion of the psychiatrically disturbed 
and criminally charged (these latter having come in the hope 
of establishing medical reasons for mitigating the rigours of 
the law). 

The second was that all cases were referred for a psy- 
chiatric opinion in private, and hence contained a high pro- 
portion of the well-to-do. This was reflected in their high 
educational and social status, and in the relative adequacy 
with which they were able to verbalize their problems. 
(By contrast, dull and inarticulate persons are often unable 
to give more than the crudest account of their psychosexual 
reactions, and accurate assessment of propensities or the 
significance of activities is correspondingly difficult.) 

The patients were all seen for specific practical reasons, 
either clinical—for example, “Can I change ? "—or legal— 
for example, “ Will he relapse ? "—and the case notes were 
inevitably less complete than in a planned research project. 
Records differed in scope and emphasis from case to case, 
and negative findings were not routinely recorded unless 
considered relevant. Since all cases were seen initially by 
the same psychiatrist, the personal factor in history-taking 
was relatively constant. However, it must be remembered 
that the one psychiatrist may have been uniformly wrong, 
and—like a stitch dropped in knitting—the resulting omis- 
sions and bias may have become increasingly serious and 
the pattern evolved correspondingly distorted. 

In general, the recorded differences between sub-groups 
in the series found to be significant on test are suggestive, 
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but not always easy to interpret. Such differences might, for 
example, arise from the nature of the original sample. 

Although sufficient data were not always available for 
exact classification, we believe that with more information 
all of these cases could have been placed on a continuum 
between exclusive heterosexuality and complete homo- 
sexuality—that is, somewhere on the seven-point Kinsey 
scale. We have no doubt that this scale provides the best 
means of classifying homosexuals, It is unambiguous, 
descriptive, carries no moral connotation—for example, 

“invert” or “pervert”—and is not based on dubious 
theories of aetiology—for example, “ congenital” or “ ac- 
quired.” It also carries useful prognostic implications. 

Promiscuity is a striking feature of most practising homo- 
sexuals. We believe that diversity of acts is the rule, and 
that there is no medical value in attempting to differentiate 
those practising buggery from other homosexuals. 

The distinction between paedophiliacs and adult seekers 
is, however, a valid and useful one. The overlap between 
these groups in our series was so small as not to disturb 
the hypothesis that the age of the preferred love object is, 
within limits, a characteristic and fixed attribute of an in- 
dividual’s psychosexual make-up. 

Only half the patients showed significant psychiatric ab- 
normality other than their sexual deviation, and such asso- 
ciated abnormalities were often slight. Moreover, many of 
these abnormalities were explicable as a reaction to the 
difficulties of being homosexual. Symptomatic homosexu- 
ality was rare. If homosexuality is a disease (as has often 
been suggested), it is in a vast number of cases mono- 
symptomatic, non-progressive, and compatible with subjec- 
tive well-being and objective efficiency. In our series, both 
practising and non-practising homosexuals were on the 
whole successful and valuable members of society, quite 
unlike the popular conception of such persons as vicious, 
criminal, effete, or depraved. Only one-fifth were at all 
obviously “ pansy,” and we found no reason to regard most 
of the patients as physically, intellectually, or emotionally 
immature (unless the basic criterion for “ immaturity” is 
that of being homosexual—a circular argument). 

The information recorded was insufficient to throw much 
useful light upon the controversial issue of psychosexual 
development ; but, so far as they went, our data accorded 
with the widely expressed view (held by authorities as dif- 
ferent as Freud and Kinsey) that the main pattern of psycho- 
sexual responses is established not later than puberty. Many 
of our patients were emphatic that they had felt “ different” 
from others and had in fact been homosexual in their 
orientation so long as they could remember. 

The follow-up gave evidence of a change in the direction 
of heterosexuality in 9 cases out of 59 (roughly 1 in 6) about 
whom sufficient information on the sex life was available ; 
but such change sometimes amounted to no more than one 
or two points on the Kinsey scale. There was no evidence, 
from our series, that psychotherapy had any obvious effect 
in any way, on points that could be tested. The original 
prognosis was substantially correct in those of any age classi- 
fiable as Kinsey 5 or 6; changes of preference in either 
direction were less often successfully predicted in bisexual 
cases, but prognoses were more often right than wrong. We 
believe that claims for the cure of homosexuals should be 
treated with reserve unless the Kinsey rating before and 
after treatment is clearly stated and relevant evidence 
adduced, It seldom is. 

In a search of the literature—concerning which West 
(1955) gives many references in his valuable monograph— 
we have been unable to find studies of a group of homo- 
sexuals comparable with our own. Most surveys have been 
concerned with special problems met with in prison—for 
example, Henry and Gross, 1938; Apfelberg er al., 1944 
Taylor, 1947—or mental hospital practice—for example. 
Gardner, 1931; Ruskin, 1941; Klein and Horwitz, 1949. 
The discrepancy in composition between our group and thai 
of Taylor working at H.M. (Remand) Prison at Brixton is 


a marked one, particularly in respect of the higher incidence 
of serious mental abnormality that he found (3% insane 
and 9% certifiably defective). Selected groups are seen by 
medicine and the law, and it is probable that the majority 
of practising homosexuals never reach either. 


Summary 


The incidence of homosexuality (as defined) was 5%, 
in males over 16 seen in private psychiatric practice. 
100 cases were studied retrospectively and so far as 
possible by follow-up. 

In round figures, 9 out of 10 indulged in homosexual 
acts with others. Many were highly promiscuous and 
the majority quite active, the practising group commit- 
ting at a conservative estimate an average of at least 10 
(criminal) acts annually each. 

There was no evidence that those who admitted to 
buggery differed from other practising homosexuals in 
social or economic success, stability or social worth, or 
that the continent group differed from practising homo- 
sexuals in these respects. 

Only 49% of cases showed significant psychiatric ab- 
normalities ; these were usually minimal. 

Paedophiliacs (meaning by this those who were at- 
tracted to pre-pubertal boys) were found to constitute 
a distinct group and only two committed acts with both 
adult men and pre-pubertal boys. There was no evi- 
dence of those preferring adults subsequently seeking 
boys (the “ rake’s progress 

In 59 cases where relevant information was obtained 
in the follow-up, a change towards heterosexual prefer- 
ence was noted in 9, while 3 became more homosexual, 
and 47 were unchanged. Only | of 24 cases originally 
regarded as “ 100% homosexual” reported a change in 
the direction of heterosexuality. 

Twenty-five patients treated psychotherapeutically 
derived no apparent benefit in terms of changed sexual 
preference or behaviour as compared with 25 (matched) 
patients not so treated. 

We are grateful to Dr. J. A. Fraser Roberts for statistical 
advice, and to Dr. Maurice Partridge and our other colleagues 
at St. George’s Hospital for their helpful criticism. 
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A small booklet has been written by Dr. J. Grsson, de- 
scribing the history and work of St. Lawrence’s Hospital for 
mental defectives at Caterham. The hospital was founded 
in 1870. The booklet, which includes photographs, was set 
up and printed by patients in the hospital. Originally the 
hospital was known as Caterham Metropolitan Asylum, and 
both mental defectives and patients with mental diseases 
were accommodated. Gradually the buildings were expanded 
and improved, and they now house about 2,000 patients 
from the age of 5 upwards, with a nursing staff of 390. For 
many years the majority of the patients were low-grade 
mental defectives, but there are now some high-grade mental 
defectives there also, and so workshops have been built for 
them. The booklet was produced in the new printing 
workshop by some of the high-grade mental defectives work- 
ing under supervision. 
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16 to 25 (6 out of 20) than in those aged 26 or over (3 out 
of 39). This difference was not, however, statistically signi- 
ficant. Thus, such changes were related more clearly to 
the degree of bisexuality as originally formulated than to 
age. 

Effects of Psychotherapy.—Twenty-five patients who had 
psychotherapy of any kind during the follow-up period were 
compared with a matched group not so treated. The mean 
duration of follow-up was 44 years. No difference between 
the two groups could be discerned as regards change in 
sexual orientation, discretion, or control. Rather more of 
the treated patients (12 out of 25 as compared with 8 out 
of 25) appeared to come to better terms with their problems 
at a subjective level, but increased overt activity was some- 
times noted after treatment, None of these differences was 
statistically significant. (It is proposed to publish detailed 
findings separately.) 


Some Special Problems 


Education —There were few differences in the histories 
of ex-public and grammar school boys respectively. Homo- 
sexual practices at school age were noted in 12 out of 51 
of the former and in 7 out of 19 of the latter; these pro- 
portions are not significantly different from each other. 

Seduction.—Seduction, or an attempt thereat, by an adult 
or much older youth was stated to have occurred before 
the age of 14 in 13 patients and between 14 and 18 years 
in four other patients. Seduction was reported in 9 out of 
30 cases on a criminal charge, and 8 out of 70 who were 
not, the difference being just significant (y*=3.90 ; P<0.05). 
Comparison of the incidence of a history of seduction 
in those with impulses directed towards pre-pubertal boys 
(S out of 17) and the remainder (12 out of 83) revealed no 
statistically significant association. 

Promiscuity.—Some patients were extremely promiscuous, 
and great risks were taken in making contacts in public 
lavatories despite the known observation kept on such places 
by plain-clothes police. Among reasons given for taking 
these risks were anatomical proximity and convenience, 
voyeuristic pleasure (“Penises to me are like tits to the 
reader of Vie Parisienne”), and fantasies of meeting promi- 
nent figures (“ You never know—X.Y. (a well-known film 
star) might be standing next to you”). Uriniferous odours 
have an aphrodisiac effect on some. It has been suggested 
that the illegality of homosexual acts enhances their appeal. 
We think that some homosexuals do gain vicarious added 
pleasure by eluding capture. On the other hahd, we have 
found no patient whose enjoyment has been enhanced by 
detection and punishment—any more than thrill-seeking 
racing drivers enjoy a crash. It is our impression that homo- 
sexuals tend to be more persistently and consciously pre- 
occupied with sexual thoughts and images than other males. 

Blackmail—Only two patients had a history of being 
blackmailed in the past. Fear of blackmail was absert in 
the group as a whole. There was little knowledge of it 
even at second hand. 

Marriage.—Nineteen were, or had been, married. In 
only eight was marital adjustment apparently satisfactory. 
A significantly higher proportion of the married (10 out 
of 19) than of the single men (20 out of 81) came because 
of a criminal charge (x’=5.1; P<0.05). The charge con- 
cerned boys under 16 in 5 married and 8 single men. Of 
the 10 married men on a charge, the wives of three were 
pregnant at the time of the alleged offence. 

Criminal Charges——The criminal charges which brought 
30 to the original consultation were: buggery, 2; indecent 
assault, 12; indecency or gross indecency, 11 ; importuning, 
5. Only one man was charged with acts with adults in 
private. Adding past history and follow-up findings, in all 
36 men were the subject of 54 homosexual charges. 

The apparently higher rate of recidivism in those who had 
been charged before was not significant. Psychiatric find- 
ings were negative, in the sense previously used, in 19 out 


Taste VI 
Charged During 
Total Follow-up Period 
Charged when first seen, and/or 
previously ‘ 33 6 
Not charged when first seen, nor 
previously ae 67 3 
Totals = ae 100 9 


of 30 seen because of a criminal charge, and 32 out of 70 
of the remainder. There was no significant difference in 
these proportions, A similar comparison taking into ac- 
count also past and subsequent charges also failed to reveal 
any significant difference in the incidence of psychiatric 
abnormality in those who were charged once or more than 
once, as compared with the homosexuals who kept out of 
legal trouble. Two men in the series were at one time or 
another on other criminal charges (one false pretences, one 
living on immoral earnings). 

Alcohol.—Four of the 100 patients were alcoholic, and 
another 10 drank excessively. Homosexual acts were 
allegedly facilitated by alcohol in 12 cases, including 2 of 
the aforementioned 14. Such facilitation occurred more 
often (5 out of 13) in those charged more than once than 
in those charged once only (3 out of 23), and least often 
(4 out of 64) in the remaining practising homosexuals who 
were not charged at all during the span of the investigation. 

Associated Perversions.—Apart from the various available 
types of homosexual act the incidence of other known per- 
versions in the series was four. Three men had sado- 
masochistic fantasies (one involving horses) and one a muscle 
fetish—that is, he derived erotic satisfaction from the con- 
templation, per se, of well-developed muscles. 


Discussion 


The literature on homosexuality shows a very wide diver- 
gence of opinion on what should be included. The present 
study was restricted to persons who we believe were homo- 
sexual or showed homosexual problems by any criterion. 
On the other hand, owing mainly to two factors, the group 
was a highly selected one, and to this extent cannot be re- 
garded as representative of homosexuals as a whole. 

The first of these factors was that all cases were referred 
for a psychiatric opinion, and would therefore be likely to 
contain a high proportion of the psychiatrically disturbed 
and criminally charged (these latter having come in the hope 
of establishing medical reasons for mitigating the rigours of 
the law). 

The second was that all cases were referred for a psy- 
chiatric opinion in private, and hence contained a high pro- 
portion of the well-to-do. This was reflected in their high 
educational and social status, and in the relative adequacy 
with which they were able to verbalize their problems. 
(By contrast, dull and inarticulate persons are often unable 
to give more than the crudest account of their psychosexual 
reactions, and accurate assessment of propensities or the 
significance of activities is correspondingly difficult.) 

The patients were all seen for specific practical reasons, 
either clinical—for example, “Can I change ? "—or legal— 
for example, “ Will he relapse ? "—and the case notes were 
inevitably less complete than in a planned research project. 
Records differed in scope and emphasis from case to case, 
and negative findings were not routinely recorded unless 
considered relevant. Since all cases were seen initially by 
the same psychiatrist, the personal factor in history-taking 
was relatively constant. However, it must be remembered 
that the one psychiatrist may have been uniformly wrong, 
and—like a stitch dropped in knitting—the resulting omis- 
sions and bias may have become increasingly serious and 
the pattern evolved correspondingly distorted. 

In general, the recorded differences between sub-groups 
in the series found to be significant on test are suggestive, 
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but not always easy to interpret. Such differences might, for 
example, arise from the nature of the original sample. 

Although sufficient data were not always available for 
exact classification, we believe that with more information 
all of these cases could have been placed on a continuum 
between exclusive heterosexuality and complete homo- 
sexuality—that is, somewhere on the seven-point Kinsey 
scale. We have no doubt that this scale provides the best 
means of classifying homosexuals, It is unambiguous, 
descriptive, carries no moral connotation—for example, 
“invert” or “pervert”—and is not based on dubious 
theories of aetiology—for example, “ congenital” or “ ac- 
quired.” It also carries useful prognostic implications. 

Promiscuity is a striking feature of most practising homo- 
sexuals. We believe that diversity of acts is the rule, and 
that there is no medical value in attempting to differentiate 
those practising buggery from other homosexuals. 

The distinction between paedophiliacs and adult seekers 
is, however, a valid and useful one. The overlap between 
these groups in our series was so small as not to disturb 
the hypothesis that the age of the preferred love object is, 
within limits, a characteristic and fixed attribute of an in- 
dividual’s psychosexual make-up. 

Only half the patients showed significant psychiatric ab- 
normality other than their sexual deviation, and such asso- 
ciated abnormalities were often slight. Moreover, many of 
these abnormalities were explicable as a reaction to the 
difficulties of being homosexual. Symptomatic homosexu- 
ality was rare. If homosexuality is a disease (as has often 
been suggested), it is in a vast number of cases mono- 
symptomatic, non-progressive, and compatible with subjec- 
tive well-being and objective efficiency. In our series, both 
practising and non-practising homosexuals were on the 
whole successful and valuable members of society, quite 
unlike the popular conception of such persons as vicious, 
criminal, effete, or depraved. Only one-fifth were at all 
obviously “ pansy,” and we found no reason to regard most 
of the patients as physically, intellectually, or emotionally 
immature (unless the basic criterion for “ immaturity” is 
that of being homosexual—a circular argument). 

The information recorded was insufficient to throw much 
useful light upon the controversial issue of psychosexual 
development ; but, so far as they went, our data accorded 
with the widely expressed view (held by authorities as dif- 
ferent as Freud and Kinsey) that the main pattern of psycho- 
sexual responses is established not later than puberty. Many 
of our patients were emphatic that they had felt “ different” 
from others and had in fact been homosexual in their 
orientation so long as they could remember. 

The follow-up gave evidence of a change in the direction 
of heterosexuality in 9 cases out of 59 (roughly 1 in 6) about 
whom sufficient information on the sex life was available ; 
but such change sometimes amounted to no more than one 
or two points on the Kinsey scale. There was no evidence, 
from our series, that psychotherapy had any obvious effect 
in any way, on points that could be tested. The original 
prognosis was substantially correct in those of any age classi- 
fiable as Kinsey 5 or 6; changes of preference in either 
direction were less often successfully predicted in bisexual 
cases, but prognoses were more often right than wrong. We 
believe that claims for the cure of homosexuals should be 
treated with reserve unless the Kinsey rating before and 
after treatment is clearly stated and relevant evidence 
adduced, It seldom is. 

In a search of the literature—concerning which West 
(1955) gives many references in his valuable monograph— 
we have been unable to find studies of a group of homo- 
sexuals comparable with our own. Most surveys have been 
concerned with special problems met with in prison—for 
example, Henry and Gross, 1938; Apfelberg er al., 1944; 
Taylor, 1947—or mental hospital practice—for example, 
Gardner, 1931; Ruskin, 1941; Klein and Horwitz, 1949. 
The discrepancy in composition between our group and that 
of Taylor working at H.M. (Remand) Prison at Brixton is 


a marked one, particularly in respect of the higher incidence 
of serious mental abnormality that he found (3% insane 
and 9% certifiably defective). Selected groups are seen by 
medicine and the law, and it is probable that the majority 
of practising homosexuals never reach either. 


Summary 

The incidence of homosexuality (as defined) was 5%, 
in males over 16 seen in private psychiatric practice. 
100 cases were studied retrospectively and so far as 
possible by follow-up. 

In round figures, 9 out of 10 indulged in homosexual 
acts with others. Many were highly promiscuous and 
the majority quite active, the practising group commit- 
ting at a conservative estimate an average of at least 10 
(criminal) acts annually each. 

There was no evidence that those who admitted to 
buggery differed from other practising homosexuals in 
social or economic success, stability or social worth, or 
that the continent group differed from practising homo- 
sexuals in these respects. 

Only 49% of cases showed significant psychiatric ab- 
normalities ; these were usually minimal. 

Paedophiliacs (meaning by this those who were at- 
tracted to pre-pubertal boys) were found to constitute 
a distinct group and only two committed acts with both 
adult men and pre-pubertal boys. There was no evi- 
dence of those preferring adults subsequently seeking 
boys (the “ rake’s progress "’). 

In 59 cases where relevant information was obtained 
in the follow-up, a change towards heterosexual prefer- 
ence was noted in 9, while 3 became more homosexual, 
and 47 were unchanged. Only | of 24 cases originally 
regarded as “ 100% homosexual” reported a change in 
the direction of heterosexuality. 

Twenty-five patients treated psychotherapeutically 
derived no apparent benefit in terms of changed sexual 
preference or behaviour as compared with 25 (matched) 
patients not so treated. 

We are grateful to Dr. J. A. Fraser Roberts for statistical 
advice, and to Dr. Maurice Partridge and our other colleagues 
at St. George’s Hospital for their helpful criticism. 
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A small booklet has been written by Dr. J. Gipson, de- 
scribing the history and work of St. Lawrence's Hospital for 
mental defectives at Caterham. The hospital was founded 
in 1870. The booklet, which includes photographs, was set 
up and printed by patients in the hospital. Originally the 
hospital was known as Caterham Metropolitan Asylum, and 
both mental defectives and patients with mental diseases 
were accommodated. Gradually the buildings were expanded 
and improved, and they now house about 2,000 patients 
from the age of 5 upwards, with a nursing staff of 390. For 
many years the majority of the patients were low-grade 
mental defectives, but there are now some high-grade mental 
defectives there also, and so workshops have been built for 
them. The booklet was produced in the new printing 
workshop by some of the high-grade mental defectives work- 
ing under supervision. 
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From the Department of Neurology, Radcliffe Infirmary, 
Oxford 


Parathyroid deficiency may occasionally present as 
epilepsy. When this occurs there is almost always 
evidence also of tetany, latent or overt, though this may 
be trivial compared with the fits. Moreover, the pattern 
of the fits may be unusual and suggest the possibility of 
a reduced serum calcium concentration. Thus the attack 
may begin or end with carpo-pedal spasm. Occasionally 
generalized convulsive movements may occur without 
loss of consciousness and be terrifying to the patient. 
Sometimes the movements are of a peculiar athetotic 
variety and resemble the mobile spasm seen in some 
cases of Kinnier Wilson’s disease. This may be linked 
with the fact that in long-standing cases calcification in 
the basal ganglia may be demonstrated radiologically— 
a point of some diagnostic value. 

The range and variety of convulsive attacks which 
may occur has been reviewed by Robinson, Car- 
michael, and Cumings (1954) in discussing three cases of 
idiopathic hypoparathyroidism. Such attacks include 
many varieties of motor epilepsy and some which appear 
clinically to be petit mal. These authors conclude that 
the cerebral cortex may participate directly in the 
increased excitability caused by low serum calcium and 
readily demonstrated in peripheral nerve. 

Diagnostic difficulties may arise, since some patients 
show an association of papilloedema, fits, and tetany ; 
but Grant (1953) pointed out that the fits and papill- 
oedema may be abolished by the administration of 
“ para-thor-mone,” and might thus be the result of 
electrolyte imbalance and consequent cerebral hydration. 

The following case is considered worth recording 
because in the presence of a focal brain lesion fits 
occurred only when serum calcium was lowered. The 
case also illustrates clearly the part played both by the 
cerebral lesion and by the electrolyte imbalance in deter- 
mining the pattern of the epileptic attacks. 


Case Report 


A woman aged 52 had had a partial thyroidectomy for 
thyrotoxicosis in 1953. Symptoms subsided, but a year 
later dysphagia developed and progressed. In 1955 a post- 
cricoid biopsy was performed, and showed grade 3 thyroid 
carcinoma. On December 22, 1955, Mr. R. G. Macbeth 
performed a radical thyroidectomy and first-stage pharyn- 
gectomy. Extensive local spread was revealed at operation, 
and deep x-ray therapy was started. 

On January 13, 1956, she had what was thought to be a 
fit, though the onset was not observed, and when first seen 
she was breathing stertorously, was cyanosed, and was 
frothing at the mouth. There was no personal or family 
history of fits, faints, or migraine. She was started on 
phenobarbitone, 1 gr. (65 mg.) three times a day. On 
January 14 she had another seizure, in which clonic move- 
ments, mainly of the left side, were observed. On the 
following morning she was found to be weak in the left 
arm, with some increase in tendon reflexes and an up-going 
toe on the left side. On January 17 full neurological 
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examination revealed a slight left spastic hemiparesis, with 
some reduction of passive movement sense and an extensor 
plantar response on the same side. There was no 
papilloedema. 

At noon on January 18 she had another fit, which was 
observed at its onset. It began with carpo-pedal spasm in 
both hands. The spasm spread over the whole of the left 
side and consciousness was lost. Clonic movements then 
occurred, but only on the left side, although there were 
stertorous breathing, cyanosis, and frothing at the mouth. 
The movements lasted for about 10 minutes, and conscious- 
ness was regained in about 30 minutes. Because of the 
carpo-pedal spasm at the onset of the attack, and because 
some myotatic irritability was present, the serum calcium 
was estimated and found to be 6.2 mg. per 100 ml. Intra- 
venous calcium gluconate was given, and calcium lactate, 
10 gr. (0.65 g.) three times a day was combined with para- 
thor-mone, 25 units four times a day. Forty-eight hours 
later the serum calcium was 7.3 mg. per 100 ml. and 24 
hours after this (January 21) it was 9.4 mg. per 100 ml. 
On January 24 her treatment was changed from para-thor- 
mone to dihydrotachysterol, 3 ml. daily by mouth. The 
phenobarbitone was continued. There were no fits during 
these six days. 

On January 25 she had another left-sided fit, and on 
January 27 an attack which was witnessed in full. On this 
occasion the onset was with carpo-pedal spasm, and there 
was slight risus sardonicus before the spasm, and clonic 
movements spread to the whole of the left side. The serum 
calcium, estimated at the end of the attack, was 7.1 mg. per 
100 ml. Dihydrotachysterol was increased to 4 ml, daily 
and extra milk was given in addition to calcium lactate. 
On January 29 serum calcium was 9.6 mg. per 100 ml. The 
left hemiparesis was now worse, and by February 4 a 
virtually complete left spastic hemiplegia, with gross sensory 
loss, was present. Cerebrospinal fluid was not examined, 
but skull x-ray films were normal. The electroencephalo- 
gram showed a localized slow-wave abnormality in the right 
parietal region. 

It was thought that she probably had a metastasis in the 
right Rolandic area, but radioactive iodine showed no 
uptake in this region. On February 3 and 4 there was 
vomiting and regurgitation through the gastric tube, so that 
little, if any, of her dikydrotachysterol was retained. On 
February 6 she had two further focal motor fits in the left 
arm and leg. The serum calcium at this time was 6.1 mg. 
per 100 ml. As vomiting had subsided and she was now 
retaining her medicine, no change in treatment was made. 
Thereafter she had no further fits, but the hemiplegia and 
diminishing responsiveness called for a right parietal burr- 
hole biopsy, which established the presence of a tumour. 
During the next 10 days she deteriorated steadily, and she 
died in coma on February 16. Full necropsy was not 
obtained, but extensive infiltration of growth was seen at 
the site of operation in the neck, and the regional glands 
were involved. Histological examination of portions of the 
brain tumour was carried out, but its appearance was 
regarded as more that of a primary glioma than of a thyroid 
secondary, though clinically the latter was more likely. 


Comment 


This case showed clearly that a low serum calcium was 
an important factor in precipitating fits. When the serum 
calcium was maintained at normal or near-normal levels 
the fits did not occur; when it fell they reappeared. More- 
over, the pattern of onset of the attacks, with carpo-pedal 
spasm, was also determined by the serum calcium level. 
The local lesion in the right hemisphere, however, appeared 
to dictate the further course of the fits, in which clonic 
movements were confined to the left side. 

It provides an unusually clear demonstration of two pre- 
cipitating factors, general and local, combining to produce 
symptomatic epilepsy. Electrolyte imbalance and local 
brain lesion can each of themselves produce an epileptic 
attack. Here a combination of the two seems to have been 
the necessary stimulus. Even when the cerebral tumour 
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was present and was probably actively expanding, fits 
occurred only when the serum calcium fell. It is of further 
interest that each of the two causal factors contributed 
recognizable features to the pattern of the attacks. 


Summary 


A case is described with a focal brain lesion and para- 
thyroid deficiency in which fits of the focal pattern 
expected from the brain lesion occurred only when the 
serum calcium was lowered. 

Our thanks are due to Mr. R. G. Macbeth and Dr. Frank Ellis 
tor the opportunity of studying this case. 
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FAILURE OF PENICILLIN TO PREVENT 
POST-OPERATIVE CHEST INFECTION 


BY 


EVAN GRIFFITHS, F.R.C.S. 
Surgeon, Mid-Glamorgan Hospitals 


Penicillin and other antibiotics have been widely used in 
recent years in an attempt to reduce the incidence of 
post-operative chest infection. There has, however, been 
considerable doubt about the efficiency of penicillin in 
reducing the incidence of these complications when given 
prophylactically, and many authors have pointed out that 
they still occur, despite advances in surgery and anaes- 
thesia and the use of antibiotics. 

Hasslinger (1956) reports a striking series of 443 
patients who underwent partial gastrectomy. Of these, 
153 were given prophylactic penicillin. The number of 
patients with post-operative febrile bronchitis was 23 in 
the penicillin group and only one in the group who were 
not given any prophylactic antibiotics. Again, McKit- 
trick and Wheelock (1954) reported on a series of 60 
patients submitted to gastrectomy; 36 were given 
prophylactic antibiotic coverage without any advantage 
being gained by its use. 

This paper describes a clinical investigation under- 
taken in an attempt to assess the value of penicillin given 
prophylactically for the prevention of post-operative 
chest infections. 

Methods 

For 18 months patients undergoing operations in alter- 
nate months were given an injection containing procaine 
penicillin G, 300.000 units, crystalline penicillin G, 100,000 
units, and dibenzylethylenediamine dipenicillin G, 200,000 
units, at the same time as the pre-operative injection. 
Patients operated on in the intervening months received no 
prophylactic penicillin. 

Emergencies were excluded from the series. Most of these 
emergencies required antibiotics for conditions other than 
chest infections. All cases requiring gut resection, or con- 
sidered to need antibiotics by mouth for any reason other 
than chest complications, were also excluded, as were 
patients who were given antibiotics post-operatively for 
threatened or established peritonitis. All other patients 
were included in the investigation, a careful note being made 
of their history of bronchitis and their smoking habits. 

Physiotherapy was standardized for both groups, being 
given as a routine before and after operation. Any chest 
infection which did develop was treated on its merits, anti- 
biotics being prescribed when indicated. 

The investigation was essentially a clinical one relying 
primarily on clinical and not x-ray assessment of the chest 
condition of the patients. All patients were examined 


before operation and daily afterwards for three days. When 
a severe infection normally warranted a radiograph of the 
chest it was done, and all cases diagnosed clinically after 
Operation as atelectasis or consolidation were verified by 
chest films. It was not thought necessary to rely on films 
to assess the pre-operative chest category in the absence 
of physical signs, 

Estimation of what constitutes a post-operative chest 
infection is not easy. Following the procedure used by 
Ellis and Shooter (1952), patients were placed before and 
after operation into one of the following five categories: 
group 1, normal; group 2, with cough, but without sputum 
or physical signs; group 3, with cough and sputum, but 
without physica! signs; group 4, with cough, sputum, and 
physical signs of infection ; or group 5, with a definite pul- 
monary lesion such as consolidation or collapse. 

Patients were regarded as having a post-operative chest 
infection if, after operation, there were respiratory signs 
and symptoms that were not present before operation. A 
change of one step between pre-operative and final post- 
operative chest grouping was considered to indicate a mild 
post-operative chest infection, whereas a patient whose post- 
operative chest category was two or more grades worse was 
assessed as having a severe post-operative infection. 


Results 


The particulars of patients included in this investigation 
are given in Table I, which shows that in respect to the 
items recorded the two groups were comparable. 


Taste I.—Particulars of Patients in the Investigation 


| No.of | ,No. with No. of | No. of 


Average 
‘ History of 
| Patients | “ Bronchitis” Smokers Females) Age 
Penicillin series ..| 21 9 | 106 | (42 


Briefly, the main operative procedures undergone by the 
patients in the two groups were: (1) hernia operations of 
all kinds; (2) gall-bladder and common-duct procedures ; 
(3) interval appendicectomies ; (4) laparotomies, excluding 
gut resections ; (5) operations on the sympathetic nervous 
system; (6) thyroidectomies and other general surgical pro- 
cedures on the head and neck ; (7) general surgical pro- 
cedures on the limbs, such as ligation of varicose veins ; 
(8) minor operations on breast and chest wall ; and (9) minor 
ano-rectal and bladder procedures. 

The complete results are given in Table II, which shows 
the correlation between the pre-operative and post-operative 
grading. The numbers between the heavy lines are those 
of patients with a mild (one-stage) post-operative infection, 
the numbers printed in italics are those with a severe (two 
stages or more) post-operative infection. It will be seen 
that an appreciable number of patients in each group had 
a lower grading after the operation. The results shown in 
Table II are summarized in Table III. A study of this 
table shows that the penicillin group did in fact do very 
slightly better than the control group, but that the difference 
was exceedingly small, and a statistical test shows that it 
could have easily occurred by chance. 

On further analysis these results were shown to hold good 
if the comparison was applied separately to smokers and 


Taste II 


No-penicillin Group 


2 8} 3i—/| 18 
3 sit] 
4 2}—| 2) 2 


Total 146 | 19 | 24 | 23 | 7 | 219 | 
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non-smokers. It cannot be concluded from these figures 
that penicillin reduces the risk of post-operative chest infec- 
tions when given immediately before operation. 


Taste Ill 
| penicitlin | No Penicillin 
Severe post-operative chest complications 27 

Mild post-operative chest pe 1s 23 
No change post-operatively “| 161 159 
-operative improvement 16 9 
Summary 


An attempt has been made to assess the value of 
penicillin given to prevent post-operative chest infection. 
Comparing two similar groups, one given penicillin 
before operation and one not, no evidence has been 
obtained that penicillin is useful for this purpose. 


I am indebted to Dr. R. A. Shooter for advice during this 
mvestigation and the preparation of this paper, also to Mr. 
M. P. Curwen for statistical assistance. | also thank many 
of the resident surgical staff at the Bridgend General Hospital 
for their willing co-operation. 
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PRIMARY AMYLOIDOSIS PRESENTING 


* 


* WITH A CONFUSING CLINICAL 
PICTURE 
BY 


IAN N. LEE, M.B., B.S. 
Late House-physician, the Middlesex Hospital 


It is well known that primary amyloidosis closely 
resembles other diseases. It can affect most organs, 
giving rise to a clinical picture which is often indis- 
tinguishable from that produced by a more common 
disease. When several unrelated organs are affected 
multiple diagnoses are often made. 

The heart by itself or in company with other organs 
is most commonly involved, such cases usually present- 
ing with congestive heart failure (Eisen, 1946 ; Lindsay, 
1946). The picture may simulate that of failure due to 
cardiac ischaemia or constrictive pericarditis (Mathews, 
1954), but often no obvious cause of failure is found. 
Liver disease, often suggestive of cirrhosis, is a 
frequent mode of presentation. Nephrosis is another 
common presenting syndrome (Mathews, 1954). The 
alimentary tract is also a frequent site of infiltration, and 
a diagnosis of carcinoma may be made in these cases 
(Koletsky and Stecher, 1939). A sprue-like picture also 
occurs sometimes (Steinhaus, 1902; Golden, 1945; 
Adlersberg and Schein, 1947 ; Schein, 1947 ; Finley and 
Adams, 1948). Carcinoma of the lung (Koletsky and 
Stecher, 1939; Dirkse, 1946) and even of the bladder 
have been simulated by this disease on occasion. 
Arthritis and osseous disease have also been reported 
(Mathews, 1954). Peripheral neuritis is frequently 
present (De Navasquez and Treble, 1938; Gétze and 
Kriicke, 1941 ; Finley and Adams, 1948), but is often 
mild and apt to be missed. 

The present case is of interest, because it prompted 
three different diagnoses, besides peripheral neuritis, 
before the true nature of the disease was established. 


Case Report 

The patient, a man aged 50, had had no illnesses of note 
until 1955, apart from a duodenal ulcer for which a gastro- 
enterostomy had been performed in 1942. In August, 1955, 
he developed a sensation of food sticking in the epigastrium 
after meals, with regurgitation of food and anorexia. He 
was admitted to a hospital, where hepatomegaly was noted. 
A barium-meal examination revealed a rigid stomach, sugges- 
tive of carcinoma. Gastroscopy showed a rigid mucosa 
and absent pyloric peristalsis. A diagnosis of carcinoma of 
the stomach was made, but subsequent laparotomy failed to 
confirm this. Liver biopsy taken at the time was thought 
to show a pericellular fibrosis. He was sent to a convalescent 
home in January, 1956, where he developed swelling of his 
legs with pain and numbness in his left foot and an increase 
in the size of his abdomen. He attended the out-patient 
department of the Middlesex Hospital in March, 1956. 


On examination he appeared to be wasted, with early 
clubbing of the fingers, dilated and pulsating neck veins, 
gross hepatic enlargement, considerable ascites, and oedema 
of both legs, scrotum, and anterior abdominal wall. The 
heart appeared to be of normal size, gallop rhythm was not 
heard, and there were no significant cardiac murmurs. A 
tentative diagnosis of constrictive pericarditis was made, and 
he was admitted on March 10. 


Investigations.—The venous pressure was 160 mm. of blood, 
the circulation time (arm-tongue) 30 seconds. The electro- 
cardiogram showed a low-voltage curve with T wave inver- 
sion over the left ventricle, suggestive of pericardial change. 
X-ray examination of the chest showed a slightly enlarged 
heart, with no pericardial calcification, which pulsated 
normally on screening. The urine contained a variable 
quantity of protein from day to day (1-14 g. per litre), but 
Bence Jones proteose was not present. The haemoglobin 
was 103% (Haldane) and the white-cell count was normal. 
The total plasma proteins were 4.5 g. per 100 ml. (albumin 
2.1 g., globulin 24 g.). The serum bilirubin was 0.6 mg. 
per 100 ml. ; serum alkaline phosphatase 6.2 K-A units per 
100 ml. ; and serum acid phosphatase 7.2 K-A units per 100 
ml. The flocculation tests were all within normal limits. 
The bromsulphthalein excretion was grossly impaired. The 
blood urea level was 29 mg. per 100 ml., and the serum 
cholesterol 260 mg. per 100 ml. 

After consideration of these results the diagnosis of con- 
strictive pericarditis was changed to one of severe paren- 
chymal liver disease associated with congestive heart failure 
of unknown aetiology. 

On closer inquiry into the patient's social history, it was 
found that he had been a wine-waiter for 20 years, and that 
for some years before the onset of his symptoms his alcohol 
intake had been excessive and his diet inadequate. This, 
together with some of the biochemical findings, suggested 
a diagnosis of portal cirrhosis. The symptoms and signs 
in the left foot were thought to be those of peripheral 
neuritis. 

The previous liver biopsy was then reviewed and the 
possibility of amyloid disease was suggested. The section, 
however, showed so much autolysis that histological diagnosis 
was uncertain. A Congo-red uptake test was positive, the 
one-hour sample containing only 30% of the dye in the four- 
minute sample, with only a trace in the urine. A further 
liver biopsy by needle confirmed the diagnosis of amyloid 
disease. 

While investigations were being carried out the patient was 
treated on the usual lines for congestive heart failure, with 
digitalis and diuretics. This was only moderately successful. 
Cortisone therapy was contemplated, but the patient died on 
April 3, before this was begun. 


Post-mortem Findings 
At necropsy bilateral pleural effusions, gross ascites, and a 
small pericardial effusion were found. The heart was slightly 
enlarged and the myocardium was of a waxy consistency. 
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The coronary vessels were relatively free of atheroma. At 
the lung bases there was some bronchopneumonic consolida- 
tion, but no evidence of tuberculosis or bronchiectasis was 
found. 

The liver was grossly enlarged, weighing 74 oz. (2,100 ¢). 
It was firm and waxy. The cut surface was pink, due to 
staining with Congo red. The lining of the stomach was also 
of a very striking pink colour throughout, and so to a lesser 
extent was the lining of the small intestine. The large 
intestine did not show any staining with Congo red. The 
spleen was small but firm and waxy. The kidneys appeared 
normal macroscopically. None of these organs gave the 
typical colour with iodine. Thrombosis of the superior 
mesenteric and left common iliac arteries was also found. 

Microscopically the myocardium, liver, spleen, stomach, 
and small intestine were found to contain a large quantity 
of amyloid, which did not stain typically with methyl violet. 
The kidneys were only mildly affected. 


Discussion 


Wilks (1856) was the first to differentiate primary 
amyloidosis (“simple lardaceous disease”) from the more 
common secondary variety, originally described by Rokitan- 
sky (1842). It was not until 1929 that Lubarsch described the 
different histological characteristics of primary amyloid. 

A search through the literature has revealed 145 previously 
reported cases. Only 29 of these were diagnosed correctly 
in life. The reason for the lack of correct diagnosis in the 
remainder of cases is not far to seek. Probably the most 
important factor is the close resemblance to more common 
diseases which primary amyloidosis often shows. The clinical 
picture thus produced is, however, only rarely absolutely 
typical, and often several unrelated syndromes are present. 
Analysis of the literature suggests that primary amyloidosis 
should be suspected in cases of congestive heart failure of 
unknown cause and in patients presenting with what appears 
to be a collection of unrelated conditions, especially if some 
peripheral nerve involvement is also present. Idiopathic 
macroglossia often occurs in this disease, and when present 
is an important physical sign. 

It is in the laboratory investigations that the other main 
difficulty is met. Primary amyloid material has very much 
less constant staining reactions that the secondary variety 
(Lubarsch, 1929 ; Koletsky and Stecher, 1939). It frequently 
fails to show the staining reactions with Congo red, iodine, 
and methyl violet. Thus the in vivo Congo-red uptake test is 
negative in over 50% of cases, through failure on the part 
of the amyloid to take it up (Eisen, 1946; Mathews, 1954), 
though some authors believe that the liver needs to be 
affected for this test to be positive (Jackson and Slavin, 1954). 
If a biopsy of the organs concerned can be done this will 
usually confirm the diagnosis, but again the absence of 
typical staining reactions must be borne in mind. 

A high serum alkaline phosphatase level is usual in this 
disease, and is a useful diagnostic aid if other causes for this 
finding can be excluded (Gutman, 1955). The albumin/ 
globulin ratio is stated to be reversed even in cases with 
purely cardiac involvement (Jackson and Slavin, 1954). 

The aetiology of this disease is very obscure and theories 
of causation vary greatly, including unrecognized plasmo- 
cytomas (Apitz, 1940), non-bacterial hypersensitivity states 
(Lindsay and Knorp, 1945), and a collagen type of aetiology 
(Ehrich, 1952). 

On the basis of the last theory corticotrophin therapy has 
been advocated (Jackson and Slavin, 1954). Cortisone has 
been tried, but without apparent effect (Williams, 1955), and 
there is some experimental evidence to show that cortico- 
trophin and cortisone in fact increase the production of 
amyloid in animals with suppurative affections (Perasalo and 
Latvalahti, 1954). Thyroid extract seems to have some 
inhibiting property. Success has been reported in cases of 
secondary amyloidosis with desiccated liver (Grayzel and 
Jacobi, 1938), but no attempt to treat the primary disease by 
this method has so far been recorded. 


The congestive heart failure in these cases, if present, is 
very resistant to digitalis and diuretic therapy. 


Summary 


The remarkable similarity of the symptoms of primary 
amyloidosis to those of other conditions is shown by the 
145 cases cited from the literature, of which only 29 were 
diagnosed correctly in life, the remainder being ascribed 
to a variety of more common diseases. The patient 
whose case is described above was believed to be the 
victim of several different conditions before the correct 
diagnosis was established. 

The main diagnostic difficulties are attributable to the 
extremely variable clinical picture, the close resemblance 
to other more common diseases, and the frequency of 
non-specific staining reactions. 


I thank Dr. G. D. Hadley for permission to publish this case 
and for his help in preparing the article. I am indebted to Dr. W. 
Richardson, of the Bland-Sutton Institute of Pathology, for the 
post-mortem and histological reports. 
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EPIDEMIC OF MENINGOENCEPHALITIS 
AND BORNHOLM DISEASE 


BY 
H. G. LANGDALE-SMITH, M.B., Ch.B. 


D. M. LANGDALE-SMITH, M.B., Ch.B. 
AND 


B. R. WILKINSON, M.B., B.S. 


The occurrence of a localized epidemic of meningo- 
encephalitis and Bornholm disease during the latter part 
of the summer of 1956 has provided an exceptional 
opportunity for studying the conditions clinically, tracing 
the possible sources and spread of infection, and con- 
sidering the problems of immunity. The study has been 
purely on clinical grounds ; the bacteriological aspect is 
still being investigated. 

The relationship between meningitis and Bornholm 
disease has been reported on previous occasions (Howard 
et al., 1943 ; Finn er al., 1949 ; Warin et al., 1953), but, 
except for an outbreak in Sweden, meningeal involve- 
ment has been noted in less than 10% of patients in large 
epidemics. A Swedish group of investigators (Gabinus 
et al., 1952) have described an outbreak of Bornholm 
disease with a high incidence of aseptic meningitis asso- 
ciated with Coxsackie virus group B type 3. They 
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advanced a hypothesis that the virus entering a highly 
susceptible population affects persons of all ages, with 
pleurodynia and myalgic symptoms as predominating 
features, especially amongst older children and adults ; 
on the other hand, in a relatively immune population, 
where children are primarily affected, aseptic menin- 
gitis may be a prominent feature. Our own findings on 
clinical grounds tend to support this theory. 


Present Epidemic 


The epidemic occurred within a radius of about 1} miles 
(2.4 km.) in the small! hamlet of Stretton Grandison (popu- 
lation 550) and Eggleton (population 133), and was centred 
at the school. The early cases during August and Sep- 
tember were of Bornholm disease. This epidemic merged 
at the end of September into an outbreak of meningo- 
encephalitis, centred largely in Stretton Grandison school. 
At the end of October encephalitic cases became fewer and 
Bornholm cases again reappeared. 

An interesting feature of the epidemic was that three 
groups of cases were observed : (1) typical Bornholm dis- 
ease, (2) typical encephalitis, and (3) a small group of inter- 
mediate cases. The Bornholm cases appeared to be related 
to an epidemic of this disease occurring in the neighbour- 
ing Bromyard district. 

These cases showed a sudden onset with excruciating 
abdominal and thoracic pain (Devil's grip), accompanied 
by great prostration. The thoracic pain was aggravated on 
respiration, and the patients often feared to move. The 
infection lasted from two to ten days, and the adults were 
prone to relapse, The incubation period was two to ten 
days, often five. 

The encephalitic cases appeared to be similar to those 
occurring in other parts of the country—*“ Nottingham 
meningitis.” These cases often had a prodromal period of 
several days of lassitude and anorexia, but perhaps more 
frequently the onset was sudden, with severe frontal head- 
ache, pyrexia, vomiting, neck stiffness, and photophobia. 
The headache in some cases was paroxysmal and devastat- 
ing. In a few cases a rash was observed with an erythema 
of wide distribution or a local macular rash. Sore throat 
and sore mouth were present in a few cases in the pro- 
dromal or acute phase. Coryzal symptoms were also noted 
in a few instances. Clinically either neck stiffness or a 
positive Kernig’s sign was found. C.S.F. findings in the 
cases subjected to lumbar puncture showed an increase in 
lymphocytes. 

The intermediate cases occurred in houses where there 
was already one type of case. In these cases there was 
headache and vomiting but no photophobia or neck stiff- 
ness, 

A “Pickles chart" shows that the incidence increased 
until the end of September and beginning of October, when 
a peak was reached (Fig. 1). This peak was due to the ex- 
plosive outbreak at Stretton Grandison school. 
Altogether 52 subjects were affected : 27 with meningo- 
encephalitis and 17 with Bornholm disease: 8 were inter- 
mediate cases. Of the 52 cases 25 occurred at the school, 
where there were 47 children (see Table). Of these 25, 15 
were meningoencephalitis, 3 intermediate, and 7 Bornholm 
disease. 
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Fig. 1 —Incidence of cases (August-November, 1956). 
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Incidence at School 


No. Affected 


Boys Girls 
Juniors... 8 il 19 8 
Infants : 18 | 10 28 17 
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The following possible sources of infection have been 
considered. (1) The neighbouring Bornholm epidemic (with 
a possible change of type, or mode of action of the virus 
producing the encephalitic features). (2) Introduction from 
the influx of “travellers” (hop- and fruit-pickers) which 
occurred in August. (3) From mice, fleas, lice—but they 
appear to have played no part. (4) From food and water at 
the school. The food seems to be beyond suspicion, but is 
handled by the wife of the latrine attendant. The water 
has been condemned for three years and is boiled before 
use. Recently two brothers, young active farm-workers 
in this area, contracted poliomyelitis simultaneously. From 
the history it seemed probable that they contracted the 
disease from contaminated food. Barber (1938) described 
an epidemic of poliomyelitis in a school where the source 
of the infection seemed to resemble that of food-poisoning. 
There does not, however, appear to be any direct evidence 
of food contamination in the present epidemic. 

The spread of infection seems to have been by direct con- 
tact, by finger-mouth route. This is supported by the plan 
of the seating arrangements at the school. The school is a 
mixed one, with two classes only, The seating arrange- 


ment in the infants’ class 
not constant. In the 0 
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junior class the children 
adopt a permanent seat- 
Fic. 2.—Relative positions of 
pupils in junior class. ded 


ing arrangement, and all 
the cases occurred in one 
areas indicate cases. 


section of the room only 
(Fig. 2). 

The children have their 
meals at the school desks. 

Where children seemed 
to contact a massive in- 
fection, as in the school, a large proportion contracted the 
disease. In the homes the attack rate seemed to depend on 
susceptibility. It is remarkable that some adult males 
seemed to be particularly susceptible and developed very 
severe attacks. This may expiain how sporadic cases appear. 
In one house all five members contracted the infection, but 
in another of 14 members only one contracted the disease. 

In the school the vast majority of cases were of enceph- 
alitis, with only a few Bornholm and intermediate cases. 
Several home contacts of the encephalitic cases developed 
Bornholm disease. In one family the father and three 
children ‘had typical encephalitis, and the mother had a 
very typical Bornholm disease. In another family the mother 
and one child had Bornholm disease, another had enceph- 
alitis, and the father had an intermediate condition. 

It is interesting to note that in the neighbouring schools 
of Yarkhill and Ashperton no cases occurred, although the 
Stretton Grandison children travel on the same bus as the 
Ashperton children. 

Two children who had a benign encephalitis in 1955 
developed Bornholm disease during the epidemic. No 
children in the school have been vaccinated against polio- 
myelitis, and so the relationship of this to the development 
of immunity could not be studied. 

The Research Laboratory at Colindale have so far iso- 
lated a cytopathogenic agent (not poliomyelitis) from the 
cerebrospinal fluid or faeces of 10 cases. 


An attack of Bornholm disease and encephalitis is 
described clinically and an attempt made to link the 
two conditions on epidemiological grounds. A similar 
outbreak in Sweden is mentioned for comparison. 


We are indebted to the following for help received in studying 
this epidemic and compiling the data: Dr. J. S. Cookson, Dr. 
W. Hogg. Dr. A. T. Roden, of the Ministry of Health, and Dr. 
D. R. Christie. 
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Medical Memorandum 


Three Cases of Torsion of the Testis 


Torsion of the testis is uncommon, and when it has a 
gradual onset it can easily be mistaken for acute epididym- 
itis. Three new cases are recorded which emphasize the 
difficulties in early diagnosis described in full by Kennedy 
(1948) and Walton (1952). 


Case 


A private soldier aged 19 woke with pain and swelling 
in the left testicle. Four and a half hours later he was 
referred for admission as a case of acute epididymitis. On 
examination he was afebrile and not in severe pain. The 
left side of the scrotum was swollen, red, oedematous, tender, 
and faintly ecchymosed round its neck. The skin was not 
adherent to the testis. Lifting the scrotum made no differ- 
ence to the pain. Through a shallow hydrocele the epidi- 
dymis could just be made out, lying anterior to the testis. 
The cord and opposite testis were normal. Examination 
per rectum and of the urine showed nothing abnormal. 

Operation.—The testicle was delivered through a left 
inguinal incision. The hydrocele contained blood-stained 
serous fluid. The testis and epididymis were congested, 
with petechiae and subserous haemorrhages, and were 
rotated on a narrow pedicle through 180 degrees. After 
untwisting the testis the colour gradually returned. The 
surplus tunica vaginalis was resected, and after the testis 
was replaced the wound was closed without drainage. 

Post-operative prophylactic streptomycin was given for 
48 hours. Recovery was uneventful. Six weeks later the 
testis and epididymis were found to be normal in size, 
position, and consistence. 


Case 2 


A lance-corporal aged 20 had intermittent sharp pain in 
the left loin whilst lifting heavy crates. Two days later the 
left testicle began to ache, and the next day it became 
swollen, and a diagnosis of acute epididymitis was made 
elsewhere. He was admitted on the following day. On 
admission he remembered three identical attacks in the last 
four years, during the first of which his appendix was 
removed. On examination he was afebrile. There was a 
red tender oedematous swelling of the left scrotum, the 
skin of which was not bruised or adherent to the testis. 
Elevation made the pain worse. The testis was indistin- 
guishable from the epididymis; a tense hydrocele was 
present, and the cord was swollen and tender. Examination 
per rectum and of the urine showed nothing abnormal. 

Operation.—Through a left inguinal incision an elongated 
tense purple hydrocele containing serofibrinous fluid was 
delivered. The testis and epididymis were attached at their 
upper pole by a rounded pedicle which had been twisted 
through almost one complete turn. The testis was pale, 
cyanosed, and black at its inferior pole, and the epididymis 
was congested and haemorrhagic. The vas deferens made 
a long loop in the parietal layer of the tunica vaginalis, 
which therefore could not be resected. When the colour 
was restored the testis was replaced in the scrotum and 
sutured to the dartos, and the skin closed without drain- 


age. Prophylactic streptomycin was given for two days. 
Recovery was uneventful. One month later the testicle 
was normal in size and sensation. 


Case 3 

A private soldier aged 21 was admitted complaining of 
lower abdominal pain and nausea for four days and swelling 
and pain in the right testicle for two days. Acute epididym- 
itis had been diagnosed and sulphonamides had been given 
for two days before admission. On admission he was 
afebrile, and the only abnormal finding elsewhere was a 
scar, from tuberculous glands in the right side of his neck 
when he was 8. The left testis was normal. The right side 
of the scrotum was swollen, oedematous, red, and tender, 
and the testis and epididymis were indistinguishable in a 
tense hydrocele which adhered to the skin. Elevation made 
the pain worse. Examination per rectum and of the urine 
revealed nothing abnormal. 

Operation.—Through a right inguinal incision a black 
hydrocele containing a haemorrhagic effusion was delivered. 
The testis had rotated anticlockwise through one and a half 
turns and was cyanosed and soft, while the epididymis 
resembled a clot of blood. Twenty minutes after untwist- 
ing the testis its colour had scarcely improved, but it was 
returned to the scrotum, and after dusting with penicillin- 
sulphathiazole powder the skin was closed without drainage. 

Prophylactic streptomycin was given for five days after- 
wards, and recovery was uneventful. One month later, at 
a second operation through a small scrotal incision, the 
left testis was sutured to the areolar tissue of the scrotum. 
Eight weeks later both testicles were found to be normal 
in size, consistence, and sensation, and the patient was 
enjoying normal intercourse with his wife. 


COMMENT 

In adolescent boys “ epididymitis” must be regarded as 
torsion of the testis or its appendix until proved otherwise 
(Dix, 1931). It is no less important to find good reason 
for a diagnosis of epididymitis in older patients, for many 
cases of torsion give a misleading history, lacking the story 
of trauma, abdominal pain, and vomiting of classical 
description (Kennedy, 1948). In early cases the local 
signs are ambiguous, swelling, redness, oedema, and 
hydrocele being common to both conditions, and unless 
seen very early the abnormal relations of the parts are 
obscured by swelling and pain. Dillon’s sign (tethering 
of the skin in torsion) can occur in either condition, and 
elevation of the scrotum is of doubtful value, being pain- 
ful whenever the scrotum is tender. Torsion is equally 
common on either side (Kennedy, 1948), and fever may 
occur with either condition. 

The only reliable guide is the presence or absence of 
urinary infection, so a careful examination of the urethra, 
prostate, vesicles, and urine must be done in each case. 
If there is still any doubt then one should explore, rather 
than wait until gangrene of the testis makes itself plain. 
The different estimates of the survival time of the organ 
(Walton, 1952; Bailey, 1953) can only be a rough guide, 
because the tightness of the twist may vary from case to 
case. It is never safe to wait. 

If operation is done in time the testis can be untwisted. 
A frankly gangrenous testicle is usually removed, but a 
doubtfully viable organ should, I feel, be restored, for it 
may recover against every expectation, as did Case 3. 

If the underlying anomaly—abnormal mobility of the 
testis within the tunica vaginalis—is bilateral, the other 
testicle will be apt to twist. If one is already damaged, 
or absent, this risk should be explained to the patient and 
the remaining testicle made secure at a later operation, if 
he wishes. 

J. P. BLanpy, B.M., B.Ch. 
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FREUD CENTENARY ADDRESSES 
Sigmund Freud—Four Centenary Addresses. By Ernest 
Jones, M.D. (Pp. 150. 18s.) New York: Basic Books Inc. 
London: Tavistock Publications Ltd. 1956. 

When the centenary of Freud's birth was celebrated last year 
it was inevitable that Dr. Ernest Jones should be asked to 
give a number of commemorative addresses, and this book 
puts them on record. With his unique knowledge of the man 
and his work, and immersed as he has been in his great 
biography of Freud, it would have been easy for Dr. Jones 
to have restricted himself to aspects of Freud's personality 
or of psycho-analysis. The addresses, however, present reflec- 
tions on topics which, though stimulated by the occasion, 
have a more general appeal. In the first, on “ The Nature 
of Genius,” the author reviews the literature and then adds 
a “ modest contribution " on what he suggests is a character- 
istic feature of the genius as contrasted with the man of great 
talent—namely, the coexistence of a particular scepticism 
and a curious credulity. Intellectual gifts of a high order are 
often combined with scepticism; but it is a credulous streak 
that seems to assist in the birth of fundamentally new view- 
points, as is neatly illustrated in a comparison between Hux- 
ley and Darwin, though, as the author notes, there is a 
common tendency to ignore the manifestations of this 
credulity in the biographies of geniuses. (It was this first 
address, incidentally, which the author delivered so memor- 
ably in London, and not the second one as is stated in the 
book.) The second address deals with “Our Attitude 
Towards Greatness” ; the third, on “ Psychiatry Before and 
After Freud,” gives a broad consideration which must be of 
interest to every psychiatrist. Following these three addresses 
is the shorter broadcast talk given last May; and finally 
there is reproduced most of the author's appreciation of 
Freud written at the time of his death. These addresses, as 
would be expected from Dr. Jones, are both substantial and 
well written, and, along with the beautiful production, make 
this a delightful book. 
J. D. SUTHERLAND. 


DEMONIACAL POSSESSION 


Schizophrenia, 1677. A Psychiatric Study of an Illustrated 

Autobiographical Record of Demoniacal Possession. By Ida 

Macalpsne, M.D., and Richard A. Hunter, M.D., M.R.C.P., 

D.P (Pp. 197+ix; illustrated. £6 10s.) London: 

Wililam Dawson and Sons Ltd. 1956. 

In 1677 Christoph Haizmann, a Bavarian painter, began to 
suffer from convulsions and frightening visions, especially 
“ when he had drunk a little too much wine.” He confessed 
that eight years before, after the death of a relative (“ex 
morte parentis™), he had sold himself to the Devil, and 
feared now that the Devil would soon claim his due. He 
went to the Brothers of a Holy Order at Mariazell in Austria 
and begged them for help. After three days and nights of 
exorcism he saw the Devil at the altar. Tearing himself 
from the restraining hands of the priests, he rushed to the 
spot and returned with a piece of paper, rolled into a ball 
and torn into four pieces, on which was written his pact with 
the Devil in 1669. The painter's illness then improved, 
though a second exorcism was necessary the following year. 
Afterwards joining a religious order, he wrote the story of 
his encounters with the Devil and illustrated it with nine 
paintings. 

In 1923 Freud analysed this case of “ demoniacal posses- 
sion,” assuming that—as in Schreber’s autobiographical 
account of his “ paranoia” which Freud had analysed in 
1911—a passive homosexual attachment to the father (or the 
Devil as a father-substitute) could be discerned here as well. 
In order to show that Freud had based his views on selected 
and partially misconceived evidence Dr. Macalpine and her 
son, Dr. Hunter, had previously published a translation of 


Schreber’s memoirs. In this volume they present photo- 
lithographic copies and translations of the original manu- 
script, as well as of the original paintings which recorded the 
painter’s meetings with the Devil. We must be grateful to 
the authors for having made this material available. It is 
obvious that the data are so scanty that no kind of dynamic 
interpretation or diagnostic evaluation can be based on them. 
It is interesting to learn that Freud had assumed that “ ex 
morte parentis” indicated the death of the father, in spite 
of its equivocal meaning ; and that he had been unaware 
that, in mediaeval paintings, the Devil was frequently 
depicted as having conspicuous, or even multiple, breasts. 
The authors’ further claim that concepts of libido and trans- 
ference are less essential than concepts indicating the patient's 
disturbed experience of himself is hardly supported by their 
arguments, which fill the greater part of the book. 
F. K. TAYLOR. 


NEUROLOGICAL NURSING 
ate ine Nursing: A Practical Guide. By John Marshall, 
C.P.Ed., M R.C.P., D.P.M. (Pp. 166; illustrated. 

18s. 6d.) Oxford: Blackwell Scientific Publications. 1956. 
Not only does the nursing of neurological patients present 
a special problem because of the disorders of movement and 
of sensation to which they may be subject, but so many of 
the diseases that they have are of such slow progression that 
their care calls for special skills and attitudes. The investiga- 
tion of the cause of disease in these patients includes such 
procedures as injection of air and opaque substances into the 
cerebrospinal pathways and the use of increasingly complex 
electronic methods of diagnosis. In all these procedures the 
active and intelligent co-operation of nurses is essential. In 
treatment, too, the nurse forms an integral part of the team, 
whether in prolonged reablement or in the techniques of 
neurological surgery. The viral diseases, of which poliomye- 
litis is the striking example, make special demands on the 
initiative and knowledge of nurses who constantly attend 
patients in a variety of forms of respirator—patients who 
may have a tracheotomy or an associated pulmonary 
disorder. 

In the last ten years courses in this specialty of neuro- 
logical nursing have been carried out in special centres, and 
this practical textbook will be most valuable both to those 
who conduct and to those who attend them. There is a good 
deal in it that the neurological physician takes for granted or 
has forgotten, but which can make so much difference to his 
peace of mind as well as to his patients’ welfare. In thirteen 
short chapters Dr. Marshall covers most of the aspects of 
management of the patient with neurological disease, includ- 
ing his psychological well-being and his social care. 


Denis WILLIAMS. 


VASCULAR DISEASES 


Diagnosis and Treatment of Vascular ). 
Edited by Saul S. Samuels, A.M., M.D., F ACC. 
(Pp. 621+ ix; illustrated. £6 8s.) London: Tindall 
and Cox, Lid. 1956. 

This book by seventeen contributors under the editorship of 

Dr. Saul S. Samuels deals with disorders of the peripheral 

vascular system, and on the whole succeeds in giving a clear 

and up-to-date account of those abnormalities. To British 
readers it is of interest that four of the contributors are from 
the Commonwealth (Boyd, Goetz, Ratcliffe, and Rose), and 
these four have written more than one-third of the book. 

The chapters by the editor on thromboangiitis obliterans, 

by Simeone on vascular injuries, and the four chapters by 

Goetz are all good. Unfortunately, the chapter on angio- 

graphy is below the standard of the rest of the work. In 

the first place, too wide a field is covered. To try to include 
angiocardiography has meant the exclusion of many other 
techniques, including lymphangiography and the per- 
cutaneous techniques of arterial catheterization. And in 
the second place one gets the impression that this chapter 
was written several years ago. Perhaps these authors got 
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Retired for the last three years, the 
patient complains that he’s unable to 
keep pace with his gentle present-day 
routine. ‘Says he’s always tired . . . can’t 
understand it as he’s always been so 
active for his age. He doesn’t say how- 
ever that since his wife died, he’s lost 
interest in his food . . . his attention to 
diet has been lacking and regular meals 
have been replaced by casual snacks. 

Gevrat Geriatric Vitamin—Mineral 
Supplement was evolved to enable doc- 
tors to treat just such patients—to pro- 
vide a balanced ration of essential 
nutrients in the simplest form. The usual 
dosage is one capsule daily—and the 
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off the mark quickly and submitted their sections too long 
before the other contributors had written theirs. The authors 
of this chapter also have a different conception of the scope 
of the book from the editor; in addition to angiocardio- 
graphy they discuss cerebral arteriography and portal veno- 
graphy, but nowhere else in the book is there a discussion of 
lesions of these vessels. 

In the preface the editor states that he originated the term 
“ angiology " to cover the specialty of vascular medicine and 
surgery. In my view this is a good term, but it is very 
difficult to decide upon its scope. Are the diseases of all 
the blood and lymph vessels in the body to be included ? 
Theoretically yes, but in practice no. The intracranial 
vessels, for example, are part of neurosurgery, not angiology, 
although the cervical carotid arteries—not discussed in this 
book—are, I think, part of angiology. In this book the 
diseases of the aorta and the blood vessels to the limbs have 
been discussed, and this must be taken as the editor's con- 
ception of angiology—that is, diseases of the peripheral 
vascular system. As such it is good and should have a wide 
appeal, and it is recommended. Cuasies Ros. 


ANAESTHESIA IN HEART SURGERY 
Anesthesia for Surgery of the Heart. Kenneth K. Keown, 
M.D., FA.CA. (Pp. 109+xiv; illustrated. 27s. 6d.) 
Springfield, Lllinois : Charles C. Thomas. Oxford: Black- 
well Scientific Publications. 1956. 

The author is anaesthetist at the Hahnemann Hospital and 
the Bailey Thoracic Clinic, and therefore this book was 
received with keen interest. The preface states that no 
attempt is made in the book to include a detailed step-by- 
step description of techniques for anaesthetic management. 
The reviewer was disappointed to find only a very super- 
ficial account of the anaesthetic techniques used. The 
methods described differ in important details from those 
used in leading centres in Great Britain. The author 
reiterates the importance of postponing operation when- 
ever hypotension follows induction of anaesthesia, and 
repeatedly emphasizes the beneficial effects of inhalation 
of pure oxygen during anaesthesia for cardiac operations. 
The best parts of the book are those describing the 
pathology of the various cardiac diseases. In each case 
there is a succinct account of the mechanism of circulatory 
derangement. There are several notable omissions. Peri- 
cardectomy and operations for aortic aneurysm are not 
mentioned. A section on anaesthesia for diagnostic pro- 
cedures should have been included, and a description of 
the management of cardiac arrest would be a valuable 
addition. It was disappointing to find that hypothermia 
and cardio-pulmonary by-pass receive only passing mention. 
The style is often cumbersome, so that the meaning is 
difficult to follow—for example, “ Blood loss from haemor- 
rhage is an excellent example of the needed teamwork for 
an outcome that will be successful for the patient” (p. 36). 
Unfortunately there is no index, so that the claim to be a 
“Ready reference for anesthesiologists” (publishers’ note 
on dust cover) is not substantiated. In view of its small 
size the price of this book is rather high. C. F. Scurr. 


MEDICAL TREATMENT OF HEART 
DISEASE 


Treatment of Heart Disease: A Clinical Physiologic Ap- 
proach. By Harry Gross, M.D., F.A.C.P., and Abraham 
Jezer, MD. (Pp. 549+x; illustrated. 91s.) Philadelphia 
and London: W. B. Saunders Company. 1956. 


In recent years there have been so many books written on 
so many aspects of cardiovascular disease that the authors of 
this one start their preface by posing the question, Why 
another ? Perhaps a critic is in a better position to answer 
this question than the authors: quite simply one might say 
because this is probably the best modern book on the 
medical treatment of heart disease written in the English 
language. It is remarkably informative, accurate, concise, 
comprehensive, up to date, and restrained ; it is also nicely 


written and well produced. The authors have not been able 
to resist wandering into the neighbouring and inviting fields 
of pathology, physiology, clinical features, and diagnosis, 
on the plea that rational treatment commands these excur- 
sions, and on the whole such breaks are refreshing. The 
first chapter, on the pathologic physiology of myocardial in- 
sufficiency, condones any subsequent philandering. Appended 
are a variety of useful diets the ingredients of which are 
comprehensible to British residents ; and 12 pages of appetiz- 
ing low-sodium recipes left one speculating whether it was 
Dr. Gross or Dr. Jezer who had the personal interest in 
these matters. Woop. 


VIRUS DISEASES AND THE CARDIO- 
VASCULAR SYSTEM 

Virus Diseases and the Cardiovascular System. A Survey. 

By Ernest Lyon, M.D. (Pp. 215+viii. $5.75) New York 

and London: Grune and Stratton. 1956. 
The author has produced a comprehensive review of his 
own and other published work on virus diseases, with 
special reference to the cardiovascular system. The book 
is arranged in two parts. Part I deals with the general 
manifestation of virus diseases and with the present con- 
cepts of cardiovascular involvement, while the second part 
covers individual virus diseases in detail. Undue concen- 
tration upon the cardiovascular system has been avoided 
and the whole picture of each disease is presented. There 
is a useful and full bibliography at the end of each chapter. 
Unfortunately the style of the text makes it rather difficult 
to follow, while the inclusion of some illustrations would 
have added greatly to the value of the work. But the 
section on the present concepts of cardiovascular involve- 
ment in virus disease is worthy of special attention, and 
the book should be noted by all who are interested in the 


subject. J. F. Goopwin. 


Justly renowned for his translations of Chinese literature, Mr. 
Arthur Waley again puts English readers in his debt by a 
delightful biography of an eighteenth-century poet, Yuan Mei 
(Allen and Unwin Ltd., 21s.). China, or least the China of its 
classical literature, was a country where friendship was exalted 
above the more turbulent passions that have fired many European 
writers, and contemplation of nature the source of life's deepest 
pleasures. The feeling in many of the poems that Waley presents 
here is well evoked in the phrase from one of them: “ All my life 
moonlight and snow are the things I have loved best.” That this 
is a poetic rather than a literal expression of Yuan's impulses is 
evident from the biographical details that Waley gives us, for 
the poet, like many another, was rather a libertine. Of special 
interest to medical men is the glimpses this book gives of the 
medicine practised in eighteenth-century China. It was by no 
means primitive, and, though evidently rather different from the 
medicine of eighteenth-century Europe, it seems to have been no 
more irrational. 


In the John Matheson Shaw Lecture for 1955, delivered at the 
Royal College of Physicians of Edinburgh, Dr. C. A. H. Watts 
discusses neuroses in genera] practice and stresses the need for 
more accurate definition in surveys of psychiatric cases. He 
suggests a scheme of classification based on his own experience of 
these cases. He feels that the average doctor, with the spectre of 
the chronic hypochondriac in mind, tends as far as possible to 
avoid the treatment of psychiatric disorders. Dr. Watts also 
discusses various types of psychotherapy. The lecture has recently 
been published by the College, at 9, Queen Street, Edinburgh, 
price 3s. 6d. 


The Hospitals Year Book, 1957, once again provides an up-to- 
date and authoritative guide to the hospitals in Great Britain and 
Northern Ireland, covering all aspects of administration and 
management. Particulars of blood-transfusion services, Govern- 
ment departments, statutory bodies, local authorities, etc., are in- 
cluded. The editor's annual review of hospital service develop- 
ments deplores the fact that the Guillebaud Committee’s recom-, 
mendation for increased capital expenditure has not been 
accepted, pointing out that the need is particularly urgent in the 
mental hospital field The Year Book is published by the Institute 
of Hospital Administrators, 75, Portland Place, London, W.1, 
price 52s. 6d. 
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THE FIRST DECISION 


Two important decisions were taken by the Council 
of the B.M.A. last week. It decided not to co-operate 
with the Royal Commission in present circum- 
stances, thus accepting a recommendation from the 
G.M.S. Committee, a recommendation that will go 
also to the special Conference of Local Medical 
Committees and, from the Council, to the special 
Representative Meeting, both to take place in about 
three weeks from now. The interval will give time 
for reflection, and it is to be hoped that any who 
doubt the wisdom of the Council’s decision will have 
their doubts dispelled during this interval. To take 
part in the work of the Royal Commission with its 
present terms of reference would be to acquiesce in 
the nullification of the two Spens Reports, to depart 
from the customary and proper method of negotiating 
terms and conditions of service with the Ministry of 
Health or through the Whitley machinery, and to 
agree that a Royal Commission is a suitable body to 
determine the remuneration of doctors working in a 
State medical service. And there is one point that 
must be made abundantly clear. Our negotiators 
have been authoritatively informed that the Royal 
Commission now set up is not a form of arbitration. 
Arbitration is excluded completely and absolutely. 
The Royal Commission, presided over by a business 
man and excluding doctors from its membership, is 
going to decide what doctors should be paid in the 
N.H.S. and how this payment should be kept under 
review. It is true that its recommendations may be 
rejected, or accepted in part or in whole, by the 
Government, and—it may be rash to assume—may 
be accepted or rejected by the profession. We say 
“rash,” because Mr. Macmillan has already set a 
pattern of behaviour which bodes ill for doctors if 
they meekly accept it. Having said at one moment 
that an increase for junior hospital staff should be 
negotiated through a Whitley committee he then arbi- 
trarily announces in the House of Commons what this 
increase is to be. This is dictation—the dictation of 
the employer to his employees. We know that in 
meetings of the profession registrars have sharply 
criticized this. But it is a sign of the ill-health of the 
N.H.LS. that they have not—so far—made their pro- 
test public, for example, in letters to this Journal. 
They do not wish to prejudice their future in the 


hospital service. In these circumstances they will be 
given the shelter of anonymity if they wish to pro- 
test. 

We may be sure that the next step Mr. Macmillan 
will take will be to announce from the floor of the 
House of Commons that other doctors in the Health 
Service—excluding, as has been made clear, medical 
officers of health—will receive as from a certain date 
a certain percentage increase. Whatever the amount, 
the profession will find itself in a difficulty. For 
general practitioners such an addition will go into the 
Central Pool. For hospital staffs the various salaries 
paid will be automatically raised. But our colleagues 
in the public health service, who, if words mean any- 
thing, are included in the terms of reference, will 
get nothing. This is dictation. It is the power of the 
purse ruthlessly exercised by an all-powerful employer 
who is adopting autocratic methods that civilized 
people thought were outmoded. _If the medical pro- 
fession still preserves any sense of dignity, any sense 
of fair play, any concern for the welfare of future 
doctors, it will reject these methods with contumely. 
To co-operate with the Royal Commission under its 
present terms of reference would be to put expedient 
before principle. If the terms of reference were 
altered they would have to be examined afresh, but it 
is difficult to see how any terms of reference could 
alter the fact that a Royal Commission is not the 
proper body to negotiate terms and conditions of 
service of doctors in a State medical service. The 
Council of the B.M.A. has given the profession a firm 
and completely correct lead in refusing co-operation 
with the Royal Commission, and it is hoped that it 
will receive from all sections of the profession the 
unhesitating support this decision deserves. 


THE SECOND DECISION 


During the past several months dissatisfaction with 
the present National Health Service has mounted. 
From the appointed day in July, 1948, it has 
become progressively obvious that the machinery 
of the Service badly needs overhauling, and in the 
meanwhile doctors for the most part have become 
either rebellious or apathetic and cynical. These 
attitudes have been more or less concealed by the 
fact that in spite of all provocation doctors have gone 
on with their absorbing task of looking after sick 
people in what is called a Health Service. Their frus- 
trations have been brought to a head, not caused by, 
the dispute over the present claim for fulfilment of 
the recommendations of the two Spens Committees. 
The Council of the B.M.A., which has long been 
aware of this state of affairs, has now decided to set 
up a Committee of Inquiry into the N.H.S. as a 
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whole. This is a courageous and wise move— 
courageous because the B.M.A. advised the profes- 
sion in 1948 to enter the N.H.S., wise because the 
N.HLS. has in many respects fallen short of what even 
its severe critics thought might come out of it. Even 
if the Government gave the profession a 24% increase 
in pay to-morrow, the B.M.A.’s Committee of 
Inquiry would still go on. It will in effect complete 
the investigation begun in 1941-2 of the B.M.A. 
Planning Commission. This Commission, it may be 
recalled, produced a draft interim report. It pro- 
duced no final report, but at the time allowed itself 
to be diverted from this by the publication in 1942 
of the Beveridge Report which inaugurated the 
Welfare State in this country. 

It is probably as well that the B.M.A. did not 
proceed to a final report in and immediately after 
1942. The new committee of inquiry into the N.H.S. 
will now have the great advantage of direct experi- 
ence of a system of medical care which has with 
ever-mounting cost been in existence for close on 
nine years. It will have the advantage of knowing 
the results of similar—but not identical—schemes in 
other countries, especially in the Commonwealth and 
in Europe. The membership of the committee will 
be widely based, and it will go beyond the Planning 
Commission set up in the early years of the last war 
by seeking the co-operation in its work of persons 
outside the medical profession: it will take the con- 
sumer of medical services into close consultation. 
The B.M.A. thus declares in advance that its inten- 
tion is not just to recommend modifications to its 
advantage, not just to pursue selfish aims and objects. 
If the National Health Service is to evolve into some- 
thing in which the profession can serve contentedly 
and from which the public can obtain the real bene- 
fits of modern medicine, much hard thought will be 
necessary. No one denies that there is much that is 
of value in the present N.H.S. What bedevils it is 
party politics: witness the stupid attempts of the past 
eighteen months to make some political capital out 
of the poliomyelitis vaccine. What we need is the 
minimum of interference with the individual practi- 
tioner of medicine, and the maximum responsibility 
for the individual hospital in the management of its 
own affairs. Medicine in its growing enforced sub- 
servience to the State machine is in real danger of 
becoming static, frozen in a series of servile attitudes. 
Medicine needs to be freed from much that is inhibit- 
ing in the present scene if it is once more to become 
free and dynamic in its responses to challenge. The 
N.HSS. needs to be subjected to what Mr. Dulles 
called an “ agonizing reappraisal.” The opportunity 
for this reappraisal has now been provided by the 
B.M.A. Council; and we may be confident it will 


be grasped eagerly. 


VIRUS MENINGITIS AND 
ENCEPHALOMYELITIS 


Infections which simulate poliomyelitis in one form 
or another have been recognized for a number of 
years. In Great Britain knowledge of them has 
grown particularly since the poliomyelitis epidemic 
of 1947. Usually they have come to be recognized 
as something distinct either because they fail to con- 
form to the normal pattern of poliomyelitis, whether 
the major or minor illness, or because of unusual 
findings in the spinal fluid. G. H. Jennings' reported 
a series of cases of encephalomyelitis seen in North- 
west London in the summer of 1946 which in his 
opinion were caused by a neurotropic virus other than 
poliomyelitis. On the other hand the experience of 
the 1947 epidemic led others to believe that polio- 
myelitis was the most likely cause of a brain-stem 
encephalitis in this country. The only definite 
evidence in support of this view was the identification 
of poliomyelitis infection in two fatal cases of en- 
cephalitis during 1947-8 which were reported in this 
Journal.’ * This was ten years ago, when the investi- 
gation of virus infections was a complicated business. 
Fortunately a period of great development lay just 
ahead which was to have its effect on methods of 
laboratory diagnosis. 

The first step came in 1948 from the small town of 
Coxsackie on the Hudson River, where G. Dalldorf 
and G. M. Sickles recovered from the faeces of two 
children acutely ill with paralytic poliomyelitis a new 
type of virus which produced disease in suckling 
mice.* Coxsackie or C viruses were soon recovered 
from cases of aseptic meningitis, non-paralytic and 
paralytic poliomyelitis, and from apparently healthy 
individuals in many parts of the world. The follow- 
ing year came the important discovery that poliomye- 
litis virus would grow in tissue culture, and from 
being one of the most difficult viruses to handle it 
became one of the easiest. Current methods of virus 
isolation and antibody estimation provide highly 
reliable methods of diagnosis.’ As the technique of 
tissue culture developed, it soon became evident that 
a number of viruses isolated from the alimentary 
tract were not related antigenically to poliomyelitis, 
Coxsackie, or to any other known virus, and, being for 
the most part unrelated to human disease, they were 
termed “ orphan viruses,” a name which recently has 
been changed to the ECHO group of viruses (or 
enteric cytopathogenic human orphan viruses).** 
Thus there exists a large mixed group of human 
enteric viruses—poliomyelitis, Coxsackie, ECHO, and 
probably other viruses as well. The task now is to 
make use of new techniques to define the exact 
relationship of these viruses to human disease.’° 
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Circumstantial evidence has been accumulating in 
recent years pointing to Coxsackie group B viruses as 
an important cause of aseptic meningitis. From 
Rhodesia,*’ South Africa,'* Canada,"* and many other 
parts of the world have come reports of this. In a 
recent review of 96 cases of aseptic meningitis at the 
Hospital for Sick Children in Toronto, A. J. Rhodes 
and A. J. Beale showed that 18 of these could be 
attributed to Coxsackie B, and in 5 of these cases virus 
was isolated from the spinal fluid."* A close associa- 
tion exists between aseptic meningitis and Bornholm 
disease. Quite often in outbreaks of Bornholm 
disease cases are encountered of frank meningitis, 
particularly in young children, of pleurodynia and 
myalgia, and of combinations of the two. The view 
has been advanced in Sweden, and there is much to 
commend it, that the varied clinical pattern is a 
reflection of the individual host’s reaction to infection 
with the same infectious agent. This view would 
serve to explain the character of the epidemic of 
meningo-encephalitis and Bornholm disease reported 
by Dr. H. G. Langdale-Smith and colleagues in this 
week's issue of the Journal (p. 805). Although the 
exact cause of these cases is not yet known, they may 
have been caused by a Coxsackie virus or, in view of 
recent observations, by one of the ECHO viruses ; the 
same varied response may be expected in a number of 
virus infections. The position with Coxsackie A virus 
is less clear. It has been established as the aetio- 
logical agent in herpangina, but only recently has 
evidence appeared that it has a role in meningo- 
encephalitis. In a study of meningo-encephalitis in 
Johannesburg from 1951 to 1954 eleven strains of 
Coxsackie A (and 20 of Coxsackie B) were isolated 
from the faeces and in some cases from the spinal 
fluid as well.'® In the Toronto series three viruses 
isolated from the spinal fluid were classified as orphan 
or ECHO viruses."* Other workers have made 
similar findings. A recent report from the Children’s 
Hospital in Buffalo'’* describes a series of 24 cases 
(17 children and 7 adults) in a village of 500 in- 
habitants characterized by an acute onset of fever, 
headache, and other symptoms Suggestive of pre- 
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paralytic poliomyelitis. The incidence of family 
infections was high, but no cases of paralysis were 
encountered. Type ECHO-6 virus was isolated from 
the faeces of several cases and a specific increase in 
antibody was detected. The same type of virus was 
isolated from the spinal fluid of subsequent cases, and 
it appears that this virus strain was responsible for a 
number of similar infections in the United States in 
the summer and autumn of 1955.’ 

In Europe similar cases have been encountered. Two 
reports from Western Germany and one from Switzer- 
land indicate that cases of aseptic meningitis were 
widespread in the latter half of 1956."°*° Both 
clinical and epidemiological features were similar to 
those observed in the U.S.A. and in Great Britain ; in 
one or two instances meningitis with a rash was 
observed. Several strains of virus were recovered 
from the sputum and faeces with properties sugges- 
tive of an ECHO virus. In Great Britain outbreaks 
of aseptic meningitis, often associated with a rash, 
were reported from widely separated parts of the 
country in 1955 and 1956. Nottingham,”* Lanca- 
shire,** Wensleydale, Sheffield,** and many other 
districts appear to have experienced outbreaks of this 
kind. Each outbreak had some peculiar feature, but 
in the main these cases were principally in young 
children and presented with a sudden onset of fever, 
headache, nausea, and vomiting. In many a biphasic 
type of illness was seen. Lymphadenopathy and a 
rubella-like rash, more often on the face and neck 
than elsewhere, were seen in some cases. Pleocytosis 
in the spinal fluid was common, with cell counts 
ranging from 50 to 2,000. Such high cell counts are 
not normally associated with poliomyelitis but are 
occasionally seen in aseptic meningitis caused by 
mumps or lymphocytic chorio-meningitis viruses. 
D. A. J. Tyrrell and B. Snell,”* investigating an out- 
break at Sheffield in which mouth lesions were also 
present, recovered several strains of virus in tissue 
culture of human kidney which subsequently produced 
lesions in suckling mice suggestive of a Coxsackie A 
virus. A similar outbreak was observed in East 
Suffolk in the last few months of 1955, most of the 
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patients being of primary school age.** From several 
of these cases G. P. B. Boissard and his colleagues at 
Colindale isolated a number of virus strains from 
faeces, throat washings, and spinal fluid in tissue 
culture of monkey kidney.** Tissue-culture fluids 
produced lesions in suckling-mice, and it seems that 
these viruses, now identified as type ECHO-9, are 
related to the Coxsackie-A group. Subsequent tests 
have shown that their strain is similar to those 
recovered in Sheffield and in other parts of the 
country, from a case in Toronto, and from an outbreak 
of mild meningitis in East London a few years ago.”* 
Confirmation of the role of ECHO-9 virus in this type 
of aseptic meningitis comes from Sweden. Also con- 
firmed is the interesting phenomenon, observed in 
Britain,”* that this virus produces lesions in suckling 
mice of the Coxsackie-A type only after first being 
passed in tissue culture.*” A different type of virus, 
possibly an ECHO, but with properties similar to the 
agent recovered by F. A. Neva and J. F. Enders from 
an unusual epidemic exanthem in Boston,’ ** was 
also isolated from a few cases of aseptic meningitis. 

These outbreaks of aseptic meningitis have several 
points in common. Signs of infection of the brain 
parenchyma are uncommon. Pleocytosis in the spinal 
fluid is a marked feature and the number of cases 
with positive virological findings is significant. But 
in some outbreaks of encephalomyelitis the findings 
were the reverse, a problem discussed recently at the 
Section of Epidemiology of the Royal Society of 
Medicine. 

Cases of encephalomyelitis at first thought to be 
poliomyelitis, until this diagnosis became no longer 
tenable, were first described in 1949 by Sigurdsson 
and others®® from Iceland and have since been seen 
in Australia,’ New York,’ Berlin,** and Great 
Britain.**~** In the Iceland and Adelaide epidemics 
many hundreds of young people were affected, and in 
Britain three outbreaks** ** ** have now been seen in 
hospitals, principally among the nursing-staff. The 
most recent in the hospitals of the Royal Free 
Hospital Teaching Group were the most exten- 
sive.’ ** In a review of the epidemiology of these 
outbreaks N. Crowley, M. Nelson, and S. Stovin’’ 
have shown that the first cases appeared at the Royal 
Free Hospital in Gray’s Inn Road in July, 1955, and 
during the course of the next few weeks spread to the 
other hospitals in the group. Of the population at 
risk approximately 9% were affected, and it seemed 
clear that institutional life played an important part 
in the spread of the disease, in which nurses and resi- 
dent staff were predominantly affected. Again each 
outbreak both in this country and abroad has had its 
own peculiar features, but several points in common 
emerge from the published reports. Prodromal symp- 
toms were not prominent and were usually insidious 


in onset. Low-grade fever and enlargement of the 
posterior cervical lymph nodes were often seen. 
Headache, tiredness, and muscle pain were notable 
features, the last persisting for many months. At a 
later stage in the cases at the Royal Free Hospital 
involvement of the reticulo-endothelial system was 
apparent, with many cases showing tender lymph 
nodes, liver, and spleen, together with various abnor- 
malities in the lymphocytes in the peripheral 
blood. Neurological signs were variable, but the main 
points of difference from poliomyelitis were the signs 
of muscle weakness without paralysis which continued 
to develop for several weeks, normal or exaggerated 
reflexes, and sensory disturbances. Other neurological 
manifestations encountered were cerebral irritation 
with photophobia and neck rigidity and considerable 
emotional disturbance. Ocular and other cranial-nerve 
palsies and pyramidal signs were seen in many 
cases.** ** In many instances convalescence has been 
protracted.**** In a follow-up of the Iceland cases the 
more severely affected patients still complained of 
nervousness, tiredness, and painful muscles six years 
after infection.** 

The pathology of this condition is not known, es, 
though the detailed observations on the Royal Free ae 
cases suggest that there is widespread systemic Ree 
involvement."**” There can be little doubt that in 
many cases an organic lesion of the brain parenchyma | 
exists. The valuable electromyographic studies, i 
however, indicated that there was no evidence of 
lower motor neurone degeneration, the picture being 
one of a myelopathic lesion with the additional 
abnormality in motor-unit activity. Apart from the 
Iceland cases,”” in which only a small number were 
examined and found to show a mild pleocytosis, the 
spinal fluid has been found to be normal and the viro- 
logical investigations, many of which have been 
exhaustive, have been consistently negative.”’ At 
present the viral aetiology attributed to this condition 
rests on the clinical and epidemiological data. The 
possibility of poliomyelitis, Coxsackie, or ECHO 
viruses as aetiological agents can be ruled out, but 
laboratory diagnosis of these infections presupposes 
that the virus can be recovered from the alimentary 
tract and, except for poliomyelitis, from the spinal 
fluid. It is probable that in these atypical cases, and 
also in encephalitis lethargica, inclusion-body, and 
related forms of encephalitis, the pathogenesis is 
different in that virus spreads in a different way and 
is mainly localized in the central nervous system. For 
this reason, and because so little is known of the 
underlying pathological process, all that can be done 
at present is to exclude known virus infections for 
which reliable diagnostic tests are available and to 
make use of improved virus techniques for studying 
acute and carefully selected cases. 
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Circumstantial evidence has been accumulating in 
recent years pointing to Coxsackie group B viruses as 
an important cause of aseptic meningitis. From 
Rhodesia,’’ South Africa,’* Canada,"* and many other 
parts of the world have come reports of this. In a 
recent review of 96 cases of aseptic meningitis at the 
Hospital for Sick Children in Toronto, A. J. Rhodes 
and A. J. Beale showed that 18 of these could be 
attributed to Coxsackie B, and in 5 of these cases virus 
was isolated from the spinal fluid.'"* A close associa- 
lion exists between aseptic meningitis and Bornholm 
disease. Quite often in outbreaks of Bornholm 
disease cases are encountered of frank meningitis, 
particularly in young children, of pleurodynia and 
myalgia, and of combinations of the two. The view 
has been advanced in Sweden, and there is much to 
commend it, that the varied clinical pattern is a 
reflection of the individual host’s reaction to infection 
with the same infectious agent. This view would 
serve to explain the character of the epidemic of 
meningo-encephalitis and Bornholm disease reported 
by Dr. H. G. Langdale-Smith and colleagues in this 
week’s issue of the Journal (p. 805). Although the 
exact cause of these cases is not yet known, they may 
have been caused by a Coxsackie virus or, in view of 
recent observations, by one of the ECHO viruses ; the 
same varied response may be expected in a number of 
virus infections. The position with Coxsackie A virus 
is less clear. It has been established as the aetio- 
logical agent in herpangina, but only recently has 
evidence appeared that it has a role in meningo- 
encephalitis. In a study of meningo-encephalitis in 
Johannesburg from 1951 to 1954 eleven strains of 
Coxsackie A (and 20 of Coxsackie B) were isolated 
from the faeces and in some cases from the spinal 
fluid as well.'® In the Toronto series three viruses 
isolated from the spinal fluid were classified as orphan 
or ECHO viruses."* Other workers have made 
similar findings. A recent report from the Children’s 
Hospital in Buffalo'* describes a series of 24 cases 
(17 children and 7 adults) in a village of 500 in- 
habitants characterized by an acute onset of fever, 
headache, and other symptoms Suggestive of pre- 
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paralytic poliomyelitis. The incidence of family 
infections was high, but no cases of paralysis were 
encountered. Type ECHO-6 virus was isolated from 
the faeces of several cases and a specific increase in 
antibody was detected. The same type of virus was 
isolated from the spinal fluid of subsequent cases, and 
it appears that this virus strain was responsible for a 
number of similar infections in the United States in 
the summer and autumn of 1955." 

In Europe similar cases have been encountered. Two 
reports from Western Germany and one from Switzer- 
land indicate that cases of aseptic meningitis were 
widespread in the latter half of 1956.°°*° Both 
clinical and epidemiological features were similar to 
those observed in the U.S.A. and in Great Britain ; in 
one or two instances meningitis with a rash was 
observed. Several strains of virus were recovered 
from the sputum and faeces with properties sugges- 
tive of an ECHO virus. In Great Britain outbreaks 
of aseptic meningitis, often associated with a rash, 
were reported from widely separated parts of the 
country in 1955 and 1956. Nottingham,*’ Lanca- 
shire,** Wensleydale, Sheffield,** and many other 
districts appear to have experienced outbreaks of this 
kind. Each outbreak had some peculiar feature, but 
in the main these cases were principally in young 
children and presented with a sudden onset of fever, 
headache, nausea, and vomiting. In many a biphasic 
type of illness was seen. Lymphadenopathy and a 
rubella-like rash, more often on the face and neck 
than elsewhere, were seen in some cases. Pleocytosis 
in the spinal fluid was common, with cell counts 
ranging from 50 to 2,000. Such high cell counts are 
not normally associated with poliomyelitis but are 
occasionally seen in aseptic meningitis caused by 
mumps or lymphocytic chorio-meningitis viruses. 
D. A. J. Tyrrell and B. Snell,”* investigating an out- 
break at Sheffield in which mouth lesions were also 
present, recovered several strains of virus in tissue 
culture of human kidney which subsequently produced 
lesions in suckling mice suggestive of a Coxsackie A 
virus. A similar outbreak was observed in East 
Suffolk in the last few months of 1955, most of the 
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patients being of primary school age.** From several 
of these cases G. P. B. Boissard and his colleagues at 
Colindale isolated a number of virus strains from 
faeces, throat washings, and spinal fluid in tissue 
culture of monkey kidney.*® Tissue-culture fluids 
produced lesions in suckling-mice, and it seems that 
these viruses, now identified as type ECHO-9, are 
related to the Coxsackie-A group. Subsequent tests 
have shown that their strain is similar to those 
recovered in Shefficld and in other parts of the 
country, from a case in Toronto, and from an outbreak 
of mild meningitis in East London a few years ago.”* 
Confirmation of the role of ECHO-9 virus in this type 
of aseptic meningitis comes from Sweden. Also con- 
firmed is the interesting phenomenon, observed in 
Britain,”® that this virus produces lesions in suckling 
mice of the Coxsackie-A type only after first being 
passed in tissue culture.*” A different type of virus, 
possibly an ECHO, but with properties similar to the 
agent recovered by F. A. Neva and J. F. Enders from 
an unusual epidemic exanthem in Boston,*’ ** was 
also isolated from a few cases of aseptic meningitis. 

These outbreaks of aseptic meningitis have several 
points in common. Signs of infection of the brain 
parenchyma are uncommon. Pleocytosis in the spinal 
fluid is a marked feature and the number of cases 
with positive virological findings is significant. But 
in some outbreaks of encephalomyelitis the findings 
were the reverse, a problem discussed recently at the 
Section of Epidemiology of the Royal Society of 
Medicine. 

Cases of encephalomyelitis at first thought to be 
poliomyelitis, until this diagnosis became no longer 
tenable, were first described in 1949 by Sigurdsson 
and others** from Iceland and have since been seen 
in Australia,’ New York,*' Berlin,** and Great 
Britain.**~** In the Iceland and Adelaide epidemics 
many hundreds of young people were affected, and in 
Britain three outbreaks** ** ** have now been seen in 
hospitals, principally among the nursing-staff. The 
most recent in the hospitals of the Royal Free 
Hospital Teaching Group were the most exten- 
sive.’ ** In a review of the epidemiology of these 
outbreaks N. Crowley, M. Nelson, and S. Stovin*’ 
have shown that the first cases appeared at the Royal 
Free Hospital in Gray’s Inn Road in July, 1955, and 
during the course of the next few weeks spread to the 
other hospitals in the group. Of the population at 
risk approximately 9% were affected, and it seemed 
clear that institutional life played an important part 
in the spread of the disease, in which nurses and resi- 
dent staff were predominantly affected. Again each 
outbreak both in this country and abroad has had its 
own peculiar features, but several points in common 
emerge from the published reports. Prodromal symp- 
toms were not prominent and were usually insidious 


in onset. Low-grade fever and enlargement of the 
posterior cervical lymph nodes were often seen. 
Headache, tiredness, and muscle pain were notable 
features, the last persisting for many months. At a 
later stage in the cases at the Royal Free Hospital 
involvement of the reticulo-endothelial system was 
apparent, with many cases showing tender lymph 
nodes, liver, and spleen, together with various abnor- 
malities in the lymphocytes in the peripheral 
blood. Neurological signs were variable, but the main 
points of difference from poliomyelitis were the signs 
of muscle weakness without paralysis which continued 
to develop for several weeks, normal or exaggerated 
reflexes, and sensory disturbances. Other neurological 
manifestations encountered were cerebral irritation 
with photophobia and neck rigidity and considerable 
emotional disturbance. Ocular and other cranial-nerve 
palsies and pyramidal signs were seen in many 
cases.** ** In many instances convalescence has been 
protracted.**** In a follow-up of the Iceland cases the 
more severely affected patients still complained of 
nervousness, tiredness, and painful muscles six years 
after infection.** 

The pathology of this condition is not known, 
though the detailed observations on the Royal Free 
cases suggest that there is widespread systemic 
involvement.** ** There can be little doubt that in 
many cases an organic lesion of the brain parenchyma 
exists. The valuable electromyographic studies, 
however, indicated that there was no evidence of 
lower motor neurone degeneration, the picture being 
one of a myelopathic lesion with the additional 
abnormality in motor-unit activity. Apart from the 
Iceland cases,?* in which only a small number were 
examined and found to show a mild pleocytosis, the 
spinal fluid has been found to be normal and the viro- 
logical investigations, many of which have been 
exhaustive, have been consistently negative.*’ ** At 
present the viral aetiology attributed to this condition 
rests on the clinical and epidemiological data. The 
possibility of poliomyelitis, Coxsackie, or ECHO 
viruses as aetiological agents can be ruled out, but 
laboratory diagnosis of these infections presupposes 
that the virus can be recovered from the alimentary 
tract and, except for poliomyelitis, from the spinal 
fluid. It is probable that in these atypical cases, and 
also in encephalitis lethargica, inclusion-body, and 
related forms of encephalitis, the pathogenesis is 
different in that virus spreads in a different way and 
is mainly localized in the central nervous system. For 
this reason, and because so little is known of the 
underlying pathological process, all that can be done 
at present is to exclude known virus infections for 
which reliable diagnostic tests are available and to 
make use of improved virus techniques for studying 
acute and carefully selected cases. 
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PEPTIC ULCERATION AND ACID 
SECRETION 

In his Lumleian Lectures, published in this and last 
week's Journal, Dr. F. Avery Jones undertook a very 
necessary task-—the summing-up of recently acquired 
knowledge about the prevalence, pathology, and treat- 
ment of peptic ulcer. This disorder is so common that 
by the time men reach the age of 45 to 54 about | in 
10 has had a peptic ulcer, and for about | in 40 there 
has been serious pain or troublesome complications. 
At the Central Middlesex Hospital admissions of men 
and women for acute perforations of the duodenum 
roughly doubled between 1938 and 1955, and this trend 
is widespread. To judge from the incidence of acute 
perforations in Glasgow, it appears that the increase in 
the prevalence of peptic ulcer is largely the result of an 
increase in duodenal ulceration.* 

Peptic ulcers tend to run in families, patients with 
gastric ulcer tending to have relatives with gastric ulcer, 
while patients with duodenal ulcer tend to have relatives 
with duodenal ulcer.*. Among patients with duodenal 
ulceration there is an unduly high proportion of them 
with blood group O. However, when the comparison 
was made between sibs, the patients with duodenal ulcer 
were found not to have an increased incidence of blood 
group O, which suggested that the possession of blood 
group O is not by itself the important factor.* In last 
week's Journal (p. 758) Dr. J. A. Fraser Roberts® and 
Dr. C. A. Clarke and his colleagues* at Liverpool dis- 
cuss these findings in the light of further research. 

Peptic ulcer does not occur in patients with 
Addisonian anaemia, who do not secrete pepsin and 
acid.’ About 80% of patients with peptic ulcer are 
men, duodenal ulceration being up to six times com- 
moner in men than in women. It is possible that among 
patients with duodenal ulceration there may be some 
men with less effective duodenal defences against acid 
and pepsin than are found in women. If this were so it 
might be expected that the lowest levels of secretion 
associated with duodenal ulcer in men would be lower 
than those found in women with duodenal ulcer. As 
this is not so,* presumably duodenal resistance is not 
markedly unequal in men and women with ulceration. 
Again, it might be thought that the jet of gastric con- 
tents playing on the first part of the duodenum could 
be more vigorous in men than in women, a condition 
perhaps associated with more rapid gastric emptying in 
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men. However, studies of emptying with test meals of 
saline and of water have failed to show any difference 
between normal men and women.® Curiously enough, 
it has been found that male patients with duodenal ulcer 
but no signs of pyloric stenosis empty test meals of 
saline, glucose solutions,'’ and dilute solutions of acid" 
at the same rate as normal men. So far the notion that 
the increased incidence of duodenal ulcer in men is 
associated with increased vigour of emptying has not 
been substantiated. 

There remains the possibility that the higher preva- 
lence of duodenal ulceration in men may be associated 
with increased acidity and peptic activity of the gastric 
contents. Ewald test-meals (with tea and toast) have 
shown that men have a higher acidity in their gastric 
contents after puberty than do women,"* and it is only 
after puberty that there is an increased incidence of 
peptic ulcer in men.'* This difference in the secretion 
of acid is still found when groups of normal men and 
women are carefully matched, the men secreting about 
one-and-a-half times as much acid and pepsin as do the 
women." If the greater acidity of the gastric contents 
in men was an important reason for the greater preva- 
lence of ulcer in men, it might be expected that any 
condition associated with a fall in the acidity of the 
gastric contents in women would further increase the 
discrepancy between men and women by reducing the 
incidence of ulcer in women. It is known from the 
work of M. B. Strauss and W. B. Castle'* that gastric 
acidity falls in pregnancy, and D. H. Clark’ has 
reported that many women patients with peptic ulcer 
have remissions of their disease during pregnancy. Thus 
the lower acidity of the gastric contents in women as 
compared with men may at least partly account for the 
lower prevalence of peptic ulcer in women. 

J. N. Hunt'®!! found that under a variety of con- 
ditions a group of male patients with duodenal ulcers 
secreted about twice as much acid as did normal persons, 
although there were, as would be expected, some patients 
with duodenal ulceration with subnormal levels of secre- 
tion. The mechanism of this hypersecretion of acid has 
been studied. A. W. Kay,'® using four times the normal 
body-weight dose of histamine concurrently with anti- 
histamine to reduce the side-effects, was able to obtain 
maximum secretion of acid in normal persons and in 
patients with duodenal ulcer. He found that the power 
of the parietal cells to secrete acid was about twice 
normal in patients with duodenal ulcer. This increased 
secretory power is probably the result of an increased 
number of parietal cells in the gastric mucosa of patients 
with duodenal ulcer.’ There is a further possibility 
that the hypersecretion found in patients with duodenal 
ulcer results from derangement of the duodenal 
mechanism which normally inhibits secretion in re- 
sponse to the acidity of the effluent gastric contents."* 
A recent study shows that this hypothesis can only partly 
account for the hypersecretion in some patients with 
duodenal ulceration, for very marked hypersecretion can 
exist in the presence of an apparently normal inhibitory 
mechanism. From the facts available at present it 
would seem reasonable to suppose that in patients with 
duodenal ulcer the mechanism exciting gastric secretion 
is normal, but it acts on about twice as many cells as 
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are found in people without duodenal ulcers.® Hence 
the secretory responses to all stimuli are about doubled. 
As Avery Jones mentions, there is already some evidence 
that hypersecretion is familial. 

In patients with gastric ulcer the acidity of the gastric 
contents is often subnormal and cannot by itself be the 
cause of the ulcer. Avery Jones suggests that anti- 
healing factors, endogenous or exogenous, may play a 
part in the progression of an acute ulcer into a chronic 
one. As R. Doll and F. Pygott®®*! have shown, the 
healing of ulcers is aided by in-patient treatment and by 
stopping smoking, and no doubt there are other factors 
yet to be discovered which help to promote healing. 
About 22% of the population do not secrete the muco- 
polysaccharides of ABO blood groups in their saliva, 
and these people are about 45% more likely to develop 
duodenal ulcer than are secretors of ABO.‘ It has been 
suggested that these substances in some way protect the 
gastric mucosa.*” 

It now seems unlikely that there is a single cause of 
gastric or duodenal ulcer. It is therefore all the more 
important that those working on this problem should 
collect information from as wide a field as possible. The 
Lumieian Lectures provide many pointers to promising 
lines of inquiry. 


TOTAL SYNTHESIS OF A PENICILLIN 
The synthesis of phenoxymethylpenicillin, or penicillin 
V (Fig. 1), has recently been accomplished by Professor 
J. C. Sheehan and Dr. K. R. Henery-Logan,' of the 
Massachusetts Institute of Technology. It completes the 
formal proof of the -lactam-thiazolidine structure 
assigned to penicillin in the joint wartime Anglo- 
American penicillin programme.? In the early stages 
of this programme the hope was entertained that peni- 
cillin would prove capable of synthesis, but improve- 
ments in fermentation methods and the intrinsic diffi- 
culties of synthesis at the time brought attempts at 
synthesis to an end without their objective being 
attained. Though du Vigneaud and his associates? 
obtained in minute amount a specimen of synthetic 
benzylpenicillin, the reaction which they employed did 
not give unequivocal confirmation of the structure. 
Sheehan, who was a member of the Merck group during 
the wartime work, has maintained an interest in the 
synthetic formation of penicillin and has meanwhile also 
contributed to the great advances that have taken place 


CO——N——CH.CO,H 
Fic. 1 
DS 
NH—CH.CO,H 
Fic. 2 
Fic. 3 


R =C,Hy.0.CH, 


a Sheehan, J. C., and Henery-Logan, K. R., J. Amer. chem. Soc., 1957, 79, 


1262. 

* Clarke, H. T., Johnson, J. R., and Robinson, Sir Robert (editors), The 
Chemistry of Penicillin, Princeton University Press, 1949. 

* Chemical and Engineering News, March 18, 1937, p. 32 


in methods for the synthesis of peptides. It is in the 
application of one of these newer methods of peptide 
synthesis that success in the synthesis of penicillin has lain 

Early in the study of penicillin it was found that the 
penicillins are inactivated by alcohols and alkali and 
also by amines, such as benzylamine. Inactivation 
takes place by rupture of the B-lactam ring at the posi- 
tion indicated by the dotted line in Fig. 1 to give the 
corresponding penicilloic acid (Fig. 2) or a derivative. 
It is this same Achilles heel in the penicillin molecule 
that is the site of action of the enzyme penicillinase 
Various penicilloic acids were prepared during the war, 
but the methods then available were too coarse to effect 
ring-closure between the a-carboxyl group and the 
imino group of the thiazolidine ring to generate the 
B-lactam ring of penicillin. The essential merit of 
Sheehan’s latest work is that he has overcome this 
hitherto insurmountable difficulty by taking the peni- 
cilloic acid (Fig. 2) related to phenoxymethylpenicillin 
and shown that treatment with NN’-dicyclohexyl- 
carbodiimide at 25° C. for 20 minutes in aqueous 
dioxan yields 10-12% phenoxymethylpenicillin (Fig. 1). 
Other improvements have been effected in the synthesis 
of the penicilloic acids, permitting a wide choice for the 
substituent R, and earlier stages of Sheehan’s synthesis 
give yields of about 80%. The flexibility of the methods 
that have thus been developed can be gauged by the fact 
that quantities of 2-5 g. of each of ten new penicillins 
have been prepared by Sheehan's techniques in the 
Merck-Sharp and Dohme laboratories for biological 
study.* 

It is too soon to say whether the new methods are 
likely to have much bearing on practical medicine, and 
they are unlikely to compete with established fermenta- 
tion processes for the preparation of known biosyn- 
thetic penicillins. But by giving access to new penicil- 
lins that have not proved accessible by biosynthesis new 
light may be thrown on the mode of action of these 
antibiotics, and new drugs effective against organisms 
resistant to the present penicillins may appear. The 
biosynthetic penicillins, now numbering upwards of 30, 
all incorporate the D-penicillamine moiety (Fig. 3), and 
it is only with respect to the group R that any variation 
has so far proved possible biosynthetically. Even then 
only monosubstituted acetic acids are incorporated into 
the penicillin molecule as the group R.CO. In addition 
to carrying through the synthesis of phenoxymethyl- 
penicillin from p-penicillamine, Sheehan and Henery- 
Logan have also carried out the synthesis from DL- 
penicillamine, and the resulting racemic phenoxy- 
methylpenicillin was found to have approximately half 
the antibacterial activity of the penicillin derived from 
p-penicillamine. This indicates that the enantiomor- 
phous penicillin derived from L-penicillamine must be 
practically devoid of antibacterial activity. The re- 
placement of p-penicillamine in syntheses of the type 
used by du Vigneaud and his collaborators’ by cysteine 
and thiothreonine gave mixtures of slight antibacterial 
activity, and no doubt further developments in that 
direction will be forthcoming with the aid of the new 
techniques. The possibility also remains that a form of 
penicillin insusceptible to hydrolysis by penicillinase 
may yet emerge. 


| 
| 
‘ 
J 
ce 
“Be | 
> 
4 


> 


> 


816 Aprit 6, 1957 


REPORTS OF SOCIETIES 


Mepical JOURNAL 


Reports of Societies 


COMMON CONGENITAL ABNORMALITIES 
AND THEIR MANAGEMENT 


The management of the common congenital abnormalities 
was discussed by four speakers in the Section of General 
Practice at the Royal Society of Medicine on March 20. 


Prevention is Better than Cure 


Dr. Linpsey BATTEN, opening, observed that a wealth of 
abnormalities could exist in the just-delivered, healthy- 
seeming babe. A saving clause must be inserted after 
“Look ! You've got a fine boy,” and a detailed, purposeful 
examination follow to find such defects as could be found 
at this stage. Management at home should include preven- 
tion, and to this end he proposed three aetiological classes 
“ bad seed,” “ injured embryo,” and “* pressure group.” X-ray 
trauma was a controllable factor in classes 1 and 2, and the 
family doctor should stand guard over the ovaries, embryos, 
and foetuses of his patients against light-hearted radioscopy, 
especially in pregnancy. Rubella, innocuous in childhood, 
was deadly to the developing embryo ; every girl-child should 
have it, and her doctor should do his utmost to make the 
fact known and to see that she got it. Young wives, if not 
immune or pregnant, should be warned and advised to 
acquire immunity by the only means yet known ; if exposed 
and at risk of pregnancy, they should have gamma globulin 
and contraceptive advice. Actual rubella in early pregnancy 
called for declaration of the risks to the expectant parents 
and for a consultation at which termination of pregnancy 
must inevitably be discussed. 

Could anything be done to prevent deformities ascribed 
to intrauterine compression? The foetus had _ been 
described as “ moving freely in his bath of liquor amnii.” 
What stopped him in these cases? Did the bath-walls exert 
too much inward or the bath-water too little outward pres- 
sure, or did the sluggish foetus become womb-bound ? 
Prevention might be possible if the answers were known. 
When defects occurred the doctor must persuade parents 
not to impute blame, despair, or seek magic cures, but to 
obtain and act upon sound advice. His responsibility and 
opportunity were greatest in such impalpable, invisible 
defects as congenital deafness. Here doctor and mother 
could effect a diagnosis without apparatus or expert aid, 
and, since deafness was rarely complete, institute the vital 
auditory training—the mother, patiently and in faith, speak- 
ing words into her infant's ear in the few precious months 
when the foundations of speech are laid. 


Orthopaedic Deformities 


Mr. Denis Browne discussed three groups of congenital 
abnormalities that were often missed, and treatment delayed, 
on account of failure to examine the parts adequately. With 
congenital deformities of the hip the results of treatment 
depended almost entirely on the age treatment was started. 
he said ; the earlier the better. He had diagnosed congenital 
dislocation at the age of 16 hours, with a perfect result by 
the time the child was at the walking stage ; unfortunately 
the average age at which patients were being referred for 
treatment was 2 years. The essential test for early diag- 
nosis of congenital dislocation of the hip was the detection 
of a limitation of abduction. This required no elaborate 
techniques and took only a few seconds to carry out. Like- 
wise dysplasia of the acetabulum with failure to develop a 
good cup could also be diagnosed in this fashion, and like- 
wise early treatment was needed for perfect results. Treat- 
ment was simple, and was based on the principles of con- 
trolled movements, ensuring that useful and beneficial move- 
ment was left unrestricted and preventing useless and harm- 
ful movements. Proper scientific splintage was the answer. 


No one missed cases of gross deformities of the feet, but 
two less obvious, though very important, deformities requir- 
ing early manipulation were unfortunately very easily missed. 
These were the varus and the valgus deformities of the 
metatarsus. Both could be diagnosed at once if one remem- 
bered them. Treatment by pressure with adhesive felt on an 
aluminium splint was eminently successful. nae 

“ Idiopathic ™ scoliosis, like the two metatarsal deformities, 
was the result of abnormal intrauterine conditions. Here, 
also, early diagnosis was essential if serious consequences 
were to be prevented. This condition could easily be spotted 
by noting that the child always tended to screw round in 
one direction in the first months of life. Abnormal creases 
on the concave side of the back confirmed the diagnosis. A 
splint was shown that reversed the curve of the back with- 
out immobilizing the baby. If not corrected before the walk- 
ing stage, this scoliosis was progressive and most intractable. 


Naevi and Ichthyosis 


Dr. G. B. Mitcnect-Heacs discussed some of the common 
congenital skin abnormalities. About a quarter of all the 
work of the skin department at a children’s hospital was con- 
cerned with congenital defects, he said, the two commonest 
groups being the various types of naevus and ichthyosis. 

Each of the three common vascular naevi—the straw- 
berry naevus, the port-wine stain, and the spider naevus 
—presented a different problem. The strawberry naevus 
tended to undergo spontaneous resolution around the age 
of 5-7 years, and therefore it was prudent to wait till then 
before advising treatment. Some cases needed special treat- 
ment. Port-wine stains were very disappointing in their 
response to therapy on account of their widespread nature. 
Spider naevi were very easily cured by electrolysis or cautery. 

Ichthyosis was an inherited congenital abnormality which 
rendered its victims liable to eczematous complications. 
However, a good deal could be done to prevent these ill 
effects. Bathing in water should be limited as much as 
possible, and bland oils or vanishing creams used for cleans- 
ing purposes in the winter. If water was used it should be 
“softened” as much as possible; rain water was ideal. 
Sedatives were valuable when irritation was present. 
Locally, coal-tar derivatives and the more recent hydrocor- 
tisone preparations were indicated to control inflammatory 
reactions and itching. 


Planning of Plastic Surgery 

Mr. D. N. MatruHews opened his contribution on the 
role of plastic surgery by stressing the great importance of 
appreciating and managing the psychological effects of a 
congenital deformity on the whole family. If parents were 
to cope satisfactorily with a disabled child, time should not 
be grudged in explaining to them the scope and plans of any 
treatment contemplated. Good rapport between consultant, 
parents, and the family doctor was vital. Besides the tech- 
nical procedures proposed, the parents and family doctor 
should be told when was the best time for surgery and the 
likely length of stay in hospital. 

Discussing individual congenital abnormalities, Mr. 
Matthews said that hare-lip was best treated surgically at 
around 3 months of age. An associated cleft palate 
should be left till the age of 15-18 months before being 
repaired, and any residual soft-tissue deformities till 3-4 
years. Deformities of the nasal bones should be left till the 
age of 12-13 years. The indications for surgical treatment 
of naevi were haemorrhage, erosion of the skin, growth 
out of proportion to the growth of the child, or disfigure- 
ment. Moles usually required excision and skin graft. 
The final cosmetic result could not be judged for 18 
months. “Bat ears” could be cured only by planned 
surgery involving some resection of the cartilage. Sticking 
the ears down to the scalp by adhesive plaster never 
corrected this abnormality. The best age for treatment was 
around 4 years. Congenital ptosis should be left until 
at least 2 years of age, as spontaneous improvement might 


ry | 

| 
| 
| 


APRIL 6, 1957 


REPORTS OF SOCIETIES 817 


occur up till that time. Syndactyly, on the other hand, 
should not be left too long, otherwise there would be inter- 
ference with the growing epiphysial ends of the phalanges. 

In many instances the operations of circumcision and for 
tongue-tie were not needed, said Mr. Matthews. But at the 
same time there were cases in which these minor procedures 
were essential, and he summarized the indicaticns. When- 
ever a congenital defect possibly needing surgery was dis- 
covered it was wise to refer the child to a consultant at 
once so that future treatment might be planned and the 
parents relieved of uncertainty. 


ARTERIAL BLOOD PRESSURE 
[FRomM A SPECIAL CORRESPONDENT] 


The co-operative inhabitants of the Vale of Glamorgan and 
the Rhondda Fach have again been the source of important 
new information, this time in a non-respiratory field. Dr. 
W. E. Mitac and Mr. P. D. O_pHam, of the Medical Re- 
search Council’s pneumoconiosis research unit, have been 
studying the arterial blood pressures of samples of the 
population of these two communities, and Mr. Oldham pre- 
sented some preliminary results to the Medical Section of 
the Royal Statistical Society at a meeting held at the West- 
minster Hospital on March 26. 

One purpose of the survey was to confirm the recent find- 
ings of Professor G. W. Pickering and his colleagues that 
blood pressure is a continuously variable attribute depending 
on age, there being no distinguishable dividing line between 
normal and abnormal values; and that it is, genetically 
speaking, a multifactorial attribute rather than one dependent 
on a single pair of genes. Professor Pickering’s analysis was 
based on hospital out-patients, and to give his results com- 
plete generality it was obviously important to see whether 
or not they applied to a representative sample of the popula- 
tion at large. At the same time the opportunity was taken 
of studying the relation between blood pressure and occupa- 
tion, social class, parity, and so on. 

The sample consisted of about 600 people, aged 5-80 
years, chosen at random from the already card-indexed 
population of the two valleys ; to this were added more than 
2,000 of their first-degree relatives, including most of those 
living within a radius of 25 miles (40 km.). Standard 
methods were used for measuring the arterial pressure, and 
the technique of age-correction developed by Professor 
Pickering and Dr. J. A. Fraser Roberts was also followed. 


Surprising Effect of Parity 


Apart from the clear confirmation of the earlier findings 
the most interesting results were those in which the systolic 
pressure was related to the number of children. Instead of 
the possibly expected increase of pressure with parity, it 
was found that the average pressure of the women in the 
series, after adjustment for age, was about 2.6 mm. Hg lower 
for each additional child in their family. But what was even 
more surprising was the fact that almost the identical pattern 
emerged if the analysis was applied to the men. Mr. Oldham 
found it hard to explain this discovery: it was presumably 
related to some environmental factor, possibly diet. The 
only occupational comparison which yielded anything of 
interest was that between light and heavy workers. Above 
the age of 50 the systolic pressure of the light workers was, 
on the average, about 8 mm. Hg higher than that of the 
heavy workers, a difference corresponding to about 7 years 
of age. There were good reasons for supposing that this 
was not the result of self-selection. 

This study is only a beginning. Mr. Oldham concluded 
his paper by observing that its main value, from a medical 
point of view, would only become apparent when the sample 
had been followed up for a number of years. It should then 
do much to clarify the prognostic value of blood-pressure 
measurements. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Benactyzine 

Sir,—Perhaps I may be permitted to give some further 
information on the points which Dr. E. H. Hare raises 
(Journal, March 9, p. 582) in discussing our paper on ben- 
actyzine (Journal, February 9, p. 306). 

First, on the question of side-effects and other clues to the 
identity of the substance which a patient is receiving: The 
side-effects we noted were not “of such severity that the 
dosage had to be reduced” ; they were in most cases, as we 
said, “very mild,’ and we often wondered whether they 
were not artifacts of our curiosity. We reduced the dose 
because they might not have been. Depression seemed to 
us to be a more reliable clue, but, as our paper reports, our 
impression was mistaken. Probably the clue that is most 
influential is a marked improvement in symptoms in the 
absence of any apparent environmental influence. It proved 
to be equally fallacious. A case may illustrate this point. 
A miner who had been caught in the haulage and dragged 
for a considerable distance underground developed a severe 
anxiety state after the accident, which had been present for 
12 months when we saw him. During the test period his 
symptoms abated in a remarkable manner and his self- 
confidence returned, Within forty-eight hours of with- 
drawal of the “drug” he had a complete relapse, and his 
general practitioner telephoned urgently to ask for details 
of the drug to which he had previously responded so well. 
In the meantime we had broken the code and found that his 
tablets were inert. 

The conflicting clues were one impediment to the dis- 
covery of the identity of the drug; the other was the 
“external examiner,” who did not know whether or not 
side-effects had occurred during the test period. As we 
mentioned, his independent ratings had a correlation of 0.89 
with those of the psychiatrist in charge of the case. In those 
cases whose improvement we thought had probably resulted 
from “very favourable changes in the patient's life situa- 
tion,” our conciusions were not based on the “ bare criterion 
of ‘ changed’ or ‘ unchanged,’ as perhaps we should have 
illustrated in our paper by a case such as the following: A 
woman of foreign birth, who came to this country as a war 
bride, developed a severe anxiety state when left alone to 
support and care for her children after her desertion by her 
husband, who went abroad. During the test period the 
husband unexpectedly returned and a reconciliation took 
place. Her symptoms disappeared. We had to decide what 
attitude to adopt toward such cases where a powerful in- 
fluence had unexpectedly intervened compared with which 
the effect of a symptomatic aid, such as benactyzine, is prob- 
ably small, and we were interested in assessing the effects of 
the drug rather than the effect of major changes in the life 
situation. In a series as small as ours we thought it best to 
eliminate such an effect rather than “ assume ™ the effects to 
be eliminated. 

We do not, in our paper, “dismiss ” the self-controlled 
trial. For us its advantages were offset by “ the disadvantage 
of providing no information on the course of the malady 
in comparable patients who do not receive the drug being 
investigated.” We did not deprive ourselves of this advan- 
tage of the independent control, since, as our paper states, 
none of our controls received benactyzine until a fortnight 
after the test period was over. The considerable degree of 
improvement shown by controls during the test period is set 
out in our paper and appears to us to be an important 
finding. 

Your correspondence columns are no place for a lengthy 
discussion of the iiterature on the relative merits of global 
judgments and rating scales, beginning with Galton’s con- 
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clusion in 1879 that “ general impressions are never to be 
trusted.” Our paper explains why, rightly or wrongly, we 
did not employ global judgments. Regarding estimates of 
probability, we do not share the fairly common medical view 
that such an estimate is a kind of Wassermann test which 
suddenly becomes positive when P=0.05. There is a 92%- 
94%, chance of the differences we found being the result of 
the drug. It is therefore at present not unreasonable (to 
rephrase our previous temperate statement) to attribute them 
to the drug without being too overconfident about it. 

Regarding the comparability of the two groups in all the 
“ factors likely to influence prognosis” : unfortunately few, 
if any, of the factors are known. But the data Dr. Hare 
requests on the “severity of symptoms” are shown in 
table Il of our paper, where the mean initial symptom 
scores for control and benactyzine groups are given as 31.6 
and 31.4 respectively. The other data he requests, and much 
more besides, were omitted in the interests of brevity. There 
were seven men and five women in the control and seven 
men and seven women in the benactyzine group. The mean 
age of the groups was 38.3 years and 37.5 years, and the 
mean duration of symptoms (in months) was 22.0 and 23.7 
respectively. 

It is not possible to comment on Dr. Hare's finding that 
the probability of differences being due to chance can be 
altered by inverting the marking of the rating scale without 
having details of the procedures he employed, but such a 
manceuyre would not affect the estimate of probability 
obtained by a t test—I am, etc., 

Leeds, 2. G. R. HARGREAVES. 


Smoking and Lung Cancer 


Sirn.—The advocacy of non-smoking among school- 
children who have not begun to smoke is suggested as a 
precaution against cancer of the lung, and, if the abolition 
of smoking is desired, this is doubtless the most effectual 
method 

Islam maintains teetotalism among over 400.000,000 
persons (no doubt there are a few offenders) who have not 
tasted alcohol ; to convert such a population who had had 
access to it would be impossible. This gigantic achieve- 
ment rests upon a very small basis of two passages in the 
Koran: 

* They will ask thee concerning wine and games of chance 
Say, in both is great sin, and advantage also, to men; but 
their sin is greater than their advantage” (Sura Il). “O 
believers! Surely wine and games of chance, and statues, 
and the divining arrows, are an abomination of Satan's 
work! Avoid them, that ye may prosper” (Sura V. Trans- 
lation by J. M. Rodwell).—I am, etc., 

London, B.C.1 E. L. KeENNAWAY. 


Developmental Acro-hypertrophy of Foot 


Sirn,—Developmental acro-hypertrophy of a foot with 
horny enlargement of toenails is the best descriptive name 
for a condition which I once saw many years ago and have 
since then retained in my mind's eye. 

An early-middle-aged male had enlargement of the right 
foot, especially in length and towards the toes, which showed 
a kind of gigantism of the toenails, notably that of the 
big toe. This long nail was of true polished horny appear- 
ance, slightly translucent, nothing like the dense, opaque, 
thickened hyperplastic toenails due to old infection. The 
case was shown at the Royal Society of Medicine at a clinical 
demonstration (? dermatological) arranged for French col- 
leagues. No one present had apparently ever seen a similar 
case, and it was this feeling of being completely baffled 
that made the picture haunt my imagination. The meeting 
was, I think, never regularly reported. Now, however, I 
feel fairly confident that the case was allied to those which 
in 1918 I' termed “ haemangiectatic hypertrophy of limbs.” 
It seems fairly certain that there are cases of this class which 
show no obvious telangiectatic or other enlargement of blood 
vessels. My name was associated with this condition by 


Sir Archibald Gray, and later by some others. Pp. P. 
Reichenheim’ gave an elaborate description of the condition. 
By far the most complete account of the literature is given 
by Gerhard Koch’ in his study entitled: “Zur Klinik, 
Symptomatologie, Pathogenese und Erbpathologie des 
Klippel-Trenauney-Weber’schen Syndroms.”—I am, etc., 
London, N.W.1 F. ParKes WEBER. 
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Treatment of Acute Appendicitis 


Sir,—In the correspondence about the treatment of acute 
appendicitis, Mr. R. J. McNeill Love (Journal, March 9, 
p. 585) mentions the teaching of his old chief, Mr. James 
Sherren, and I think this teaching should be remembered ; 
a personal experience may be of interest. 

I was surgeon to the British Legation in Kabul at the 
time I am recalling, and looking back over 20 years I realize 
that I had had several attacks of appendicitis but had attri- 
buted the trouble to “ punkah colic "—that is, a chill from 
sitting or lying under a punkah in the hot weather in Irdia 
When I realized that I was in for the real thing | had to 
decide what to do; the nearest surgical aid was 200 miles 
away over a road which in those days took the better part 
of two days to negotiate, and in addition there would be the 
usual delays in getting a permit to enter Afghanistan. I did 
what Mr. McNeill Love mentions—that is, | took to my 
bed, had nothing but sips of water by mouth, and kept 
myself under morphine. In due course an abscess formed, 
but I took a completely detached view of this, thanks to the 
morphine, and after about a week or 10 days I felt I could 
drop the morphine and take some nourishment. After three 
months I went to Simla to have my appendix out, and went 
through a most uncomfortable and alarming experience. 
Only the remains of the appendix were found among adhe- 
sions which had not yet resolved, and after the operation I 
suffered from a partial ileus, retention of urine, and an 
attack of severe urticaria as the result of an injection of 
anti-gas-gangrene serum, which in those days was given as 
a prophylactic against peritonitis. I had to have a catheter 
passed twice and I have seldom experienced so much acute 
discomfort, to put it mildly, and I do hope that nowadays 
patients are given some treatment to mitigate the pain of 
this manceuvre. 

The conservative treatment of acute appendicitis must 
always be considered under certain circumstances, but I 
think the doctor in charge probably suffers the most 
anxiety ; if only he could produce the same detachment in 
himself as in his patient by morphine he would be saved 
the week or 10 days of acute anxiety which he has to suffer 
before his patient has weathered the storm.—I am, etc., 


Melrose. H. H. Ettior. 


Tetanus Prevention 


Sir,—The excellent article on this subject by Drs. H. J. 
Parish, L. J. M. Laurent, and N. H. Moynihan (Journal, 
March 16, p. 639) couid be a timely beginning of the much- 
needed rationalization of our current national practice of 
tetanus prevention. Two things they very rightly stress 
which are not always accepted. First, that the object of 
a trial dose of antitoxin is to determine any predisposition 
to general reaction and not to detect any local reaction, the 
latter having no practica! significance. Secondly, that, when- 
ever antitoxin has been given, the patient should be asked 
to return in 6 to 8 weeks for active immunization with 
tetanus toxoid. On the other hand, they accept 1,500 inter- 
national units as being the routine protective dose of anti- 
toxin in a non-immune individual, This is now questioned 
by many, as was discussed by Dr. Leon S. Kind 
(Journal, March 2, p. 498) when an increase to 10,000 was 
suggested. 
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‘LANOXIN’ 


THE NEW NAME FOR THE ORIGINAL 


When we discovered Digoxin in 1930 we used no other name to distinguish it. 
In those days, there was but one Digoxin—that issued by B.W. & Co. Today, 
it has become necessary to provide prescriber, pharmacist and patient through- 
out the world with that safeguard which a trade mark imposes... . 


THAT TRADE MARK IS ‘LANOXIN’ 


* Tabloid Digoxin Becomes 

‘Lanoxin ’.... Digoxin, B.P. (compressed) 
Solution of Digoxin *B.W. & Co.” Becomes 

‘Lanoxin’... Digoxin Oral Solution 


NEW TITLE 


* Lanoxin’... Injection (for intramuscular or 
NEW intravenous injection). Boxes of 6 * 2 c.c. ampoules, 


PRODUCTS each containing 0°S mgm. 
‘Lanoxin ’.... Digoxin Pediatric Elixir 
Bottles of 2 fl. oz., containing 0°05 mgm. per c.c. 


NO CHANGE § ‘Wellcome’... Injection of Digoxin 
‘Wellcome’... Sterile Alcoholic Solution 
OF TITLE 


of Digoxin 


N.B. Whenever oral Digoxin is ordered ‘ Lanoxin’ may be dispensed 


WELLCOME & CO. weucome rounosrion iro.) LONDON 
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More effective in clinically important infections 


TRADE MARK 


‘CATHOPEN’ 
TABLETS 


NOVOBIOCIN AND PENICILLIN G 


Combines the dramatic new antibiotic ‘CATHOMYCIN’ with Penicillin G, the most 
widely used antibiotic ever developed ; this alliance achieves the added advantages 
of both, while eliminating gaps in coverage presented by either antibiotic alone. 


Compare these advantages 


1 Proved effectiveness in the la number of important infections including 
those caused by resistant staphylococci and proteus. 


9 Therapeutic bactericidal blood levels are achieved rapidly. 


3 Exceptionally well tolerated ; sensitivity reactions are rare at 
recommended dosage. 


4 No yeast or fungal super-infections or any antibiotic-induced enteritis, vaginitis 
or proctitis have been reported following *CATHOPEN’. 


5 No problems of cross-resistance have been encountered with ‘CATHOPEN’. 
6 The normal intestinal flora is not disturbed by ‘CATHOPEN’. 


, Some important infections where ‘Cathopen’ is indicated 

* DOSAGE: for adults— two tablets q.i.d.; for Furuncles Acute otitis media 

wa children under 100 lbs. — dosage in propor- Recurrent and persistent Vincent's angina 

”, tion to weight (e.g. one tablet q.i.d. for a carbuncles Bronchitis 

Be child weighing 50 Ibs.) B b 

‘Cathomycin’ (Novob.ocin) . . . 125 mg. nfected wounds Staphylococcal septicaemia 

Potassium Penicillin G . 125,000 units Tonsillitis 

ry Basic N.H.S. Prices: Pneumonia Cellulitis 

16's, 26/8d ; 100's, 160/-d. Urethritis 


Literature gladly supplied on request 


G&D MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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It is regretted that the decision concerning which injuries 
require tetanus prevention was not regarded as falling 
within the scope of the article, but the summary, given in 
footnote, of the criteria of the Birmingham Accident 
Hospital is most interesting. It is particularly of interest to 
read this in conjunction with the Registrar-General’s 
Statistical Review for 1954, quoted briefly in the Journal 
(March 9, p. 594), which shows that a large proportion of 
fatal cases would not have qualified for tetanus protection 
under the Birmingham criteria. That of course may be the 
reason why they died of tetanus. 

Each year in this country there are many millions of 
injuries which could produce a case of tetanus. In fact, 
less than a hundred cases do occur. Many are doubtless 
prevented by toxoid or antitoxin, but in the process the 
latter causes much pain and illness and some death. When 
a case of tetanus does occur the doctor who treated it and 
did not give antitoxin is open to a charge of negligence. 
As a result of this it is possible that more injections of 
antitoxin are given to protect the doctor than are given to 
protect the patient who has been individually judged to be 
suffering from a wound meriting the injection of antitoxin, 
in spite of its danger. In the casualty departments of many 
hospitals it is a rule that all patients with open wounds are 
given antitoxin as a “blind routine.” This rule may be 
more for the protection of the staff than of the patients. 

I should like to suggest that the Medical Research 
Council appoint a committee to the task of preparing notes 
on the prevention of tetanus in injured persons which 
would include a statement of the types of injuries which 
require such protection. If such notes were forthcoming 
from such an authoritative source, practitioners who adhered 
to them would give protective injections to those patients 
requiring them ; would not be driven by medico-legal con- 
siderations to giving them, with all their concomitant risks, 
to those not requiring them ; and would in fact be immune 
from a charge of negligence if and when tetanus occurred 
after a minor injury.—I am, etc., 

Cowley, Oxford. W. A. REYNARD. 

Sir,—The notes on prevention of tetanus by Drs. H. J. 
Parish, L. J. M. Laurent, and N. H. Moynihan (Journal, 
March 16, p. 639) serve a very useful purpose in drawing to 
light the confused state that exists at the present moment in 
the prophylaxis against tetanus that is practised in this 
country. For some months it has been the custom in the 
casualty department of the Ancoats Hospital to give to 
those whom we reasonably presume to be in the actively 
immune state, as defined in the article, a booster of tetanus 
toxoid. There are something like 8,000 inoculations against 
tetanus in the year in this department, and about 20% of 
these are booster doses of tetanus toxoid. This 20% are 
almost entirely those who have recently served in Her 
Majesty’s Forces, together with some who have been actively 
immunized in the hospital. It has been the practice to 
actively immunize all those who suffered any reaction to 
antitetanus serum and who are reasonably intelligent and 
understand the distinction between active and passive immun- 
ization. They are given a card to state what has been done. 

Regrettably, of those requiring tetanus injections many have 
escaped the routine tetanus toxoid injection given in the 
Forces by virtue of reserved occupations, and in those 
groups particularly such people as miners, employees in the 
engineering industry, and labourers are in real need of active 
immunization against tetanus. It would seem that it was 
high time, not only with tetanus toxoid but with all other 
types of active immunization against disease, the patient 
himself should possess a record of the injections he has 
received, and there should be created a universal card giving 
these details and which could be presented as the occasion 
arose. In order to achieve universal understanding of pro- 
phylaxis against tetanus it seems that there must be also 
overall agreement in the administration of these sera in the 
casualty departments throughout the country.—I am, etc., 


Manchester, 4. Derek BUNTING. 


Rupture of Uterus Involving Bladder 


Sir,—-My copy of the Journal has jus: come and I was 
much interested in Dr. M. A. Majekodunmi’s report 
(Journal, February 2, p. 270), which reminded me of a 
near similar case I had a few years ago. Now that I am 
more experienced in Nigeria and have adjusted myself to 
the fact that I am usually the last outpost after all the native 
doctors have done their best and worst, it is a routine for 
me to examine the bladder extra carefully in all cases of 
obstructed labours. 

My case was a 25-year-old Ishan (Bini) woman brought 
to the Zuma Memorial Hospital, Irrua, on February 12, 
1954, with a history of having been in labour for the past 
three days. Six hours previously the strong regular pains 
suddenly ceased and she felt comfortable enough for rela- 
tives to be able to carry her for the 12 miles’ journey on a 
push bicycle. On -examination she was a smalj woman, 
multipara 2—none alive due to difficult labours; pelvic 
measurements were 8 in., 9 in., and 6} in. (20 cm., 23 cm., 
ana 16 cm.). She was exhausted, and had a weak, thready 
pulse; the abdomen was distended with guarding and 
tenderness. There were no foetal heart sounds, no move- 
ments, and the head was wedged in the pelvis, Per vaginam, 
the os was fully dilated but the vertex was high up and 
fixed. Because of the previous history, the fixed head, and 
signs of peritoneal irritation, I suspected ruptured utcrus. 
Later, in the theatre, i found the peritoneal cavity full of 
bloody fluid; because of the dark and purplish bladder, 
peritoneal reflection, and the oedema over the area, I smelt 
the fluid and found it smelling strongly of urine. Further 
examination revealed a uterus ruptured anteriorly in the 
lower segment with the baby born to the neck and the head 
nipping the bladder against the pubis; this portion of the 
bladder was oedematous and at its posterior aspect it was 
lacerated. Owing to the shocked condition of the patient 
both the uterus and bladder were dealt with by débridement 
and repair; the peritoneal cavity was cleaned out and the 
abdomen closed. The post-operative period was hectic, but 


she made it.—I am, etc.; 
New York. Xto G. Oxonie. 


Multiple Sclerosis 

Sirk,—lIt is always stimulating to read of a dynamic and 
positive approach to a difficult problem such as multiple 
sclerosis, and Dr. Douglas McAlpine’s interesting contribu- 
tion (Journal, March 2, p. 475) is such. Nevertheless, it 
was disappointing that in his remarks on treatment he makes 
no comment on the considerable value that can be gained 
from correctly applied physical treatment in selected cases. 
In mildly affected patients it is not necessary ; in severely 
affected ones it is valueless, except to minimize the develop- 
ment of awkward contractures (and this can be dealt with by 
a relative); but it is in moderately affected patients that it 
can make a good deal of difference to function, and in some 
cases salvage the individual from invalidism. In such cases 
the time to start is in the convalescent stage, with both 
physiotherapy and occupational therapy as possible contri- 
butors. 

Physiotherapy consists in training the patient in a system 
of progressive co-ordination exercises. Normally, attendance 
by the patient at the physiotherapy department need not be 
more than twice weekly, and within three months the imme- 
diate maximum improvement will have been achieved ; after 
that only rare visits for follow-up should be required. The 
success or failure of this programme depends largely on the 
attitude of the physiotherapist and of the patient. Each 
visit must be regarded by both as a lesson with the all- 
important homework to follow daily. I usually give the 
patient the analogy of somebody who is learning to play the 
piano, visiting his teacher, but relying on repeated practice 
to improve the crudity of execution of the piece that he is 
learning. This principle applies to the rehabilitation of a 
number of other chronic neurological disorders—e.g., cere- 
bral palsy, hemiplegia, partial paraplegia, etc. Occupational 
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therapy can also help to improve co-ordination, particularly 
in the upper extremities, and whenever there is need for 
assistance with the activities of daily living. 

Finally, on the question of telling the patient. In those 
cases where an active rehabilitation programme is planned, 
if one is to obtain the intelligent co-operation that is neces- 
sary for success the patient has to be told a good deal 
about his illness, and, if he wants to know its name, he 
should be told. This may be a shock, but it allays doubt, 
and he can then be encouraged to face the future with 
courage and determination. After all, the average expecta- 
tion of life in this disease is relatively long.—I am, etc., 


Durham ANDREW ZINOVIEFF. 


Tonsils and Adenoids 


Sir,—In the recent correspondence on tonsils and 
adenoids, the indications for removal of the latter appear to 
have been completely eclipsed by most complex statistics 
denigrating the removal of the former. As far as I am con- 
cerned, by merely substituting the operation of “ A’s” for 
“T's and A’s™ a sense of realistic proportion will finally 
be attained.—I am, etc., 

Denton, Lancs. W. BRAnb. 


Safety Factor in Car Design 


Sir,—Motor vehicle designers are concerned to minimize 
both the likelihood of accidents and their effects. Both 
are engineering problems, but towards the solution of the 
latter the medical profession can contribute extremely valu- 
able help. Given sufficient information as to the causes of 
injuries, engineers should be able to get some considerable 
way towards eradicating them. To those concerned with 
this subject Mr. William Gissane’s letter (Journal, February 
16, p. 399) was of exceptional interest in view of the 
increasing popularity of miniature cars. 

While agreeing with your correspondent that flimsy con- 
struction is to be deprecated, one must point out that it is 
not only to be found in midget vehicles. Further, Dr. 
Gissane’s belief that four wheels are essential for safety is 
not in accordance with recent experience. It would be 
possible to name more than one make of three-wheeler that 
provides just as much protection for the occupants, in the 
event of a crash, as could be expected from a four-wheeled 
car of orthodox design—and substantially better protec- 
tion than some foreign four-wheelers appear likely to afford. 
—I am, etc., 

Studley, Oxford. Francis Jones. 


Speed Warning Device 

Sirn.—A speed warning device, such as that mentioned by 
your correspondent Dr. Allen Glenn (Journal, March 23, 
p. 705), was fitted as standard to some cars pre-war. I had 
one on a 1937 MG., and it consisted of a green light on 
the dashboard which went out when 30 m.p.h. was exceeded. 
It was undoubtedly effective, but after the first five miles it 
was switched off and never used again, as by that time I 
had learned to judge the speed of the car, by ear and “ feel,” 
to within a mile an bour or so of the vital thirty. I am 
quite sure that the “solid core of well-disposed motorists ” 
are all quite capable of the same judgment, and that they 
are in no need of such a device. Unfortunately, the type 
of driver in most need of such guidance is the one who is 
least likely to fit the device, or to heed one should it be 
fitted as standard. In any case, is not Dr. Glenn confusing 
safety with legality? There are stretches of road where 
40 m.p.h. is safe, though illegal, whereas half that speed 
is deadly dangerous, though quite legal, in many other built- 
up areas. 

Surely, Sir, money and ingenuity would be much better 
spent in educating all motorists up to the very high standards 
set by the police drivers, and in the building of proper roads. 


—I am, etc., 
Dunstable. Beds. G. E. Pinkerton. 


Police Evidence Preferred 


Str,—Dr. Charles L. Worthington’s letter under this head- 
ing (Journal, March 16, p. 643) puts forward a case for more 
police evidence and less medical evidence, but, as many 
people have observed, police evidence in court is not treated 
with the respect that it deserves and a jury's reactions are 
very often hostile in an effort to be neutral or impartial. 
This is only with respect to cases under Section 15 of the 
Road Transport Act. 

Police prefer to use medical evidence because the state- 
ment of fact can stand up to counsel's cross-examination and 
because the borderline case can be dealt with by a police 
surgeon in a more satisfactory manner. Now, with the ad- 
vent of the urine alcohol test (which incidentally does not 
produce its result until some days after the charge is pre- 
ferred), a stronger case can be made out and the borderline 
case can also be eliminated by the presence or absence of 
lateral nystagmus (again a function of the police surgeon). 
Finally, where the charge may be a serious one involving 
manslaughter it is only fair to make available every possible 
evidence including the blood alcohol in addition to the police 
evidence.—I am, etc., 

Wattord, Herts. CHARLES ROTMAN. 


Sir,—A great deal of interest and, I am sure, some 
harmless amusement has been aroused by the unnerving 
experience recently of a doctor (Journal, March 16, p. 643) 
who was called by the police to examine a motorist sus- 
pected of being “drunk in charge,” when, to prove his 
innocence and sobriety, the detained person started somer- 
saulting “all over the place,” as one of the Sunday papers 
has it. 

However, “ the shouting and the tumult dies, the sinners 
and the saints depart,” and on cool reflection I wonder if 
there is not a perfectly simple explanation of this startling 
performance. In assessing, say, the handwriting of a per- 
son suspected of being under the influence, we must always 
bear in mind the level of literacy expected in that type of 
person. Surely this will apply also to, say, acrobatic attain- 
ment. If the gentleman concerned happened to be a pro- 
fessional dancer or acrobat, he would have been trained in 
this métier from the toddler stage up, and turning somer- 
saults would come as easily to him as falling off a log 
would to me—it’s just a question of doing what comes 
naturally. Driving a motor-car is a skill which might well 
have been acquired much later in life (if at all). and we do 
know that under the influence of alcohol the most recently 
acquired skill is the first to be lost, while older-establishd 
habits and skills are retained longer. 

This case, and all the publicity it has received in the daily 
press as well as medical and motoring journals, does seem 
to’ suggest, as I have felt for a long time, that it would be 
advisable in all cases to inquire how long the person had 
been driving, for the shorter their experience the more 
likely would even a small amount of alcohol be to render 
them “incapable of having proper control.” Had this 
inquiry been made, and possibly a similar one in this parti- 
cular instance about his acrobatic prowess, some enlighten- 
ing answers might have been obtained—and the doctor 
spared some embarrassment.—I am, etc., 

West Bromwich. K. E. Joes. 


Tablet Test for Proteinuria 


Sir,—It is a pity that the excellent idea behind the various 
tablet tests for urinalysis should be discredited by over- 
enthusiasm. In common with many other G.P.s, I have 
always carried a 25% solution of salicylsulphonic acid in 
my bag—previously in a dropper bottle, more recently in a 
“polythene” squeeze bottle as used for hydrocortisone 
lotion, The tablet test for proteinuria described by Drs. 
D. N. Baron and Celia Oakley (Journal, March 16, p. 628) 
appears to offer no serious advantage whatever, and costs 
more.—I am, etc., 

London, W.11. J. Tupor-Hart. 
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The Black Sheep 


Sir,—Dr. John D. Kershaw’s letter (Journal, March 16, 
p. 645) prompts me to point out that the time and place to 
educate potential food-handlers, and everyone else, in the 
importance of food hygiene is at school. Until we have 
reasonably sanitary conditions in our schools and in our 
homes—that is, until children can be taught to practise clean- 
liness during the most impressionable years of their lives—it 
is futile to hope that any sort of laws can make people clean 
in later life.—I am, etc., 


Truro. V. E. WHITMAN. 


Domiciliary General Practice 


Sir,—It was with interest that I read Dr. R. N. 
Theakston’s article on domiciliary general practice in preven- 
tion and treatment of illness (Journal, March 23, p. 696), but 
cannot agree with his practice of leaving perineal and 
vaginal tears for 24 hours before attempting any repair. 

Perineal and vaginal tears are surely best repaired as soon 
as possible after delivery. In this way there is less time for 
the introduction of sepsis into the wound, and the patient 
is spared the nervous anxiety and apprehension which other- 
wise occur during the hours that elapse before the repair 
is carried out. After a mother has successfully weathered 
the experiences of labour she deserves the service of being 
tidied up completely, without having to anticipate the pro- 
cess of stitching in 24 hours’ time. Carried out immediately 
after delivery, under local infiltration with 1% procaine, the 
repair is quickly performed, and the freshly damaged tissue 
is easily sutured. 

Dr. Theakston may prefer to “ suture the repair in com- 
fort" some 24 hours later, but surely it is more kind, and 
certainly more scientific, to carry out the repair immediately, 
allowing the patient to recover sitting in physical and mental 
comfort.—I am, etc., 

Brompton-on-Swale, Yorkshire. 


Underfeeding of Babies 


Sir,—The second paragraph of Dr. Ian G. Wickes'’s letter 
under this title (Journal, March 23, p. 702) should be 
reprinted, framed, and a copy hung in a prominent position 
in every maternity and paediatric unit. The habit of 
ascribing the cause of excessive crying to overfeeding is 
even more widespread than Dr. Wickes suggests, and his 
remarks might possibly—I use the word advisedly—make 
some slight impression on the iron prejudices of many senior 
nurses. My own practice in these cases is to listen in 
silence to the report, write out on the back of the chart the 
words “ You cannot overfeed a baby ” in capitals, and hand 
it over without comment. I have little illusion about its 
reception, but regard it as the drop of water which may 
eventually dent the stone. 

Perhaps it is all our own fault in leaving nearly all the 
care of new babies to nurses. Many practitioners, perhaps 
the majority, are untrained or uninterested in paediatrics. 
If so, they should say so and direct the parent elsewhere. 
The consultant paediatrician is much too senior to be 
bothered with trivia, and yet these are often the despair of 
the young mother. So she falls back on the maternity 
nurse or nanny, who, however expert at the job she was 
trained for, is given a responsibility beyond her qualifica- 
tions. This dependence on nurses may go to extreme 
lengths, and indeed some have extensive paediatric practices, 
travelling from house to house, advising on every sort of 
infantile disorder. 

Whether this is a desirable state of affairs may be dis- 
puted, but many mothers feel that they are entitled to 
medical rather than nursing advice on their multiple prob- 
lems, and it is surely the duty of the profession to provide 
it. Probably the ideal method would be the provision of 
a great many more “baby doctors,” as distinct from con- 
sultant paediatricians. It is unreasonable to expect the 
latter to be concerned with the minutiae of infant life, but 
it is equally so to leave these unregulated. The “ baby 
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doctor trained paediatrician willing to carry out a 
sort of general practice amongst infants—is an institution 
in several Continental countries and the U.S.A., and the 
few practising here are obviously only partly filling a wide- 
spread need, 

The work done at infant welfare clinics is generally of a 
very high order, and covers the bulk of the infant popula- 
tion, but it cannot provide the almost daily supervision in 
the home which minor ailments often require, and which 
can only be effectively carried out by the sort of paediatrician 
I have described above.—I am, etc., 

ALBERT Davis. 


London, W.1. 
Subacute Bacterial Endocarditis 


Sik,—In their important contribution Drs. F. G. Hobson 
and Dr. B. E. Juel-Jensen (Journal, December 29, 1956, 
p. 1501) ask if subacute bacterial endocarditis due to Ser. 
viridans ever occurs in an edentulous patient. The follow- 
ing case history may provide an answer. 

A water board engineer, aged 59, was admitted to hospital 
on February 4 this year. He had been edentulous since 
1942, when a total extraction had been done “for tooth- 
ache.” Five weeks before his present admission he had 
complained of pains in his head and back, and his doctor, 
finding a raised temperature, had ordered him to bed and 
had treated him for a few days with sulphonamides and 
later, again for a short period, with penicillin. The fever 
had initially responded to these treatments but had re- 
curred when the drugs were withdrawn. There was no 
past history of rheumatism, and the patient denied any ten- 
dency to sore throat or to nasal catarrh. 

On admission the patient, of moderate build, had evi- 
dently lost weight. He had a muddy pallor and was anaemic 
(Hb 45%). Temperature 101° F, (38.3° C.); pulse regular, 
100. The apex beat was displaced towards the anterior 
axillary line. There was an apical systolic thrill, and a 
systolic murmur could be heard at the apex and also in the 
first interspace to the right of the sternum. The spleen was 
palpable. The urine contained pus cells and red blood cells. 
Leucocyte count, 6,700/c.mm.; neutrophils, 78% ; lympho- 
cytes, 19% ; monocytes, 2% ; eosinophils, 1%. Within 24 
hours of admission three blood cultures were taken and each 
grew Str. viridans. Thereafter the patient was treated with 
penicillin, 1,000,000 units being given six-hourly. Within 
four days of treatment he was afebrile, and remained so 
throughout the six weeks during which he had penicillin, and 
at the time of writing there is no sign of relapse. On February 
13 x-ray screening showed the iarge left ventricle and cal- 
cified valve shadows of aortic stenosis My colleague, 
Mr. G. W. Vincent, has seen this patient and the x-rays of 
his jaws, and confirms that there are no dental remnants.— 
am, ete., 


Wolverhamptcn J. V. S. ARLINGHAM Davies. 


Hospital Confinement 


Sir,—The grounds for hospital confinement should be : 
(1) social—to be investigated by the M.O.H. ; (2) medical— 
to be investigated by the doctor responsible for the patient. 
Each case should be dealt with on its merits. A general 
practitioner (especially that now so many have the 
D.R.C.O.G.) should be in a position to decide if a hospital 
confinement is necessary at the first booking or if it be- 
comes so later. This would obviate the “ blind” categories 
used as a result of statistics and would lessen the number of 
norma! deliveries blocking beds in hospital.—I am, etc., 
Plymouth. O. Li. LANDER. 

Sir.—Dr. Aileen M. Dickins and her colleagues (Journal, 
March 16, p. 645) ask for views on their remarks on hospital 
confinements. It is right that hospitals should persuade 
patients to stay at home. No hospital service could other- 
wise accommodate all those seeking admission for confine- 
ment. It is the duty of the general practitioners to select 
patients requiring admission, using the criteria that Dr. 
Dickins ef al. suggest. 
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In this area we have found that no patient has been 
refused immediate admission to hospital either before or 
during labour, when we have requested it. Alternatively, 
the patient may be seen at the hospital by the consultant 
obstetrician, who is always ready to advise. It is very reas- 
suring for a general practitioner to know that he has a first- 
class hospital obstetric service behind him, and that he can 
arrange immediate admission without any questions asked 
until the patient is safely delivered—We are, etc., 


WittiaM L, CALNAN. 


Chiseldon, Wi its Victor M. BorRELLI. 


Operations for Varicose Veins 


Sin,—The leading article on the treatment of varicose 
veins (Journal, March 23, p. 692) makes no mention of 
their spontaneous cure following thrombophlebitis. A 
patient of mine was confined to bed for 18 days with acute 
bronchitis, treated in the first instance with chlortetracycline, 
and subsequently with “ crystamycin ™ intramuscularly. One 
week after being allowed up, during which time he made a 
journey to the local chest clinic for chest x-ray (which was 
normal), he developed thrombophlebitis in the left internal 
saphenous vein, the site of extensive varices extending along 
its whole length from ankle to groin. He was treated with 
phenylbutazone by mouth, in addition to rest, lead lotion 
dressings, and crépe bandaging. The condition subsided, and 
now, three weeks later, he has, in place of a varicose vein, 
a solid cord of clot, 18 in. (45.7 cm.) long, which represents 
a most satisfactory spontaneous cure.—TI am, etc., 


London, N.W.10. K. SANDERS. 


Non-venereal Genital Diseases 


Sirn.—I was interested to read the review of the book on 
non-venereal genital diseases by Drs. Fritz T. Callomon 
and Joha F. Wilson Journal, February 16, p. 388). 

I must take it that it is the same Dr. Fritz Callomon 
whose Die nichtvenerischen Genitalerkrankungen’® is in my 
library. The address of Dr. Callomon is given as Dessau- 
Anhalt. Germany. This will explain the “bias, perhaps 
determined by a nostalgic devotion to out-of-date German 
literature” and “the quaintly phrased” English, “ almost 
as though it kad been translated too literally from a foreign 
language,” as the reviewer, Dr. Ambrose J. King. puts it. 

In conclusion, may I add that the copy of only 189 pages 
is well. bound, its illustrations, just as the paper and print, 
excellent? It is also perhaps interesting to note that the 
price of this book was 20 marks, which was of course 20s, 
Tempora mutantur !—I am, etc., 


East London, S. Africa NATHAN FINN. 
REFERENCES 
1 Callomon, F. T., and Wilson. J. F.. The Nonvenereal Diseases of the 


Genitals, 1956. Blackwell, Oxford 
2 ——— Die nichtvenerischen Genitalerkrankungen, 2nd ed. Georg 
Thieme, Leipzig. 
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Mild Endogenous Depression 


Sir,—Continuing this welcome discussion on endogenous 
depression, I would like to add a few more comments. I am 
continually surprised at the prejudice and suspicion with 
which convulsive therapy is regarded by the vast majority 
of the medical profession. The only reason and excuse I 
am able to conjecture to account for this most tragic and 
lamentable attitude is the unfortunate outcome of cases 
inadequately treated by this method. In my experience 
the majority of depressives are made temporarily worse and 
many will obtain only transient remission from four or five 
E.C.T.s—the number specified by Dr. Robert Thompson 
(Journal, February 16, p. 401). Having made the diagnosis 
of depressive illness and embarked upon a course of E.C.T., 
I would suggest that it is generally advisable to give at least 
seven treatments and that the therapist must be prepared to 
give at least 12 treatments if necessary to obtain a full and 
lasting remission. 


Although I fully agree with Dr. C. A. H. Watts (Journal, 
March 2, p. 521) that each case must be fully assessed before 
treatment, and that a case which from the history would 
appear likely to remit spontaneously should not be rushed 
into E.C.T., I do not share his view that E.C.T. is a traumatic 
operation. To me it would appear that in E.C.T. we have a 
therapeutic weapon of a stature ranking with that of the 
organic arsenicals, penicillin, and cortisone. We have also 
a physiological phenomenon of greater fundamental interest 
and potentiality than the discovery of cortisone itself. I 
have never observed clinically any traumatic effect from 
the use of E.C.T. with relaxants, but I would venture the 
opinion that, when the medical profession learns to recog- 
nize depressive illness, truly traumatic operations will be 
often avoided. Dental extractions, antrotomies, tonsill- 
ectomies, laparotomies, and even craniotomies are done 
every day in the mistaken belief that one particular organ 
is diseased when it is only dysfunctioning secondarily to 
a dysfunction of its autonomic nerve supply. 

Finally, | would plead again for the use of E.C.T. in the 
home. Sensitive, depressed patients are far more readily 
and pleasantly treated in their own beds, when it is usually 
unnecessary for them or anyone but a close relative even 
to know the nature of the treatment being given.—-I am, etc., 


Paigatoa. R. J. T. WooDLanp. 


Popular Delusion 

Sin,—During the recent war it was quite common to find 
men in the Services who firmly believed that “ something 
was put in the food to make them feel less sexual.” It was 
usually thought that this substance was administered either 
in the tea or the potatoes. 1 thought that this curious idea 
had died out, but on questioning a young National Service 
man recently found that soldiers, at least, still believe in it. 
However, the theory has been diminished inasmuch as they 
think that this is dene only during the period of training. 
After this presumably they may run wild. 

This belief is strangely similar to the paranoid delusions 
which many psychotic patients develop, that poison is put in 
their food. It seems to me that in both cases it is used to 
explain diminished sexuality from other reasons. Possibly 
in the psychotics this may be due to a variety of factors, 
but, in the case of the National Service men, no doubt is 
caused by anxiety over a mew and strange life. This ex- 
plains the fact that after the initial training the “ treatment” 
seems to stop. It would be interesting to know if others 
have met this or any similar popular delusions.—I am, etc., 


London, W.1. CLIFFORD ALLEN. 


Wire Brush Surgery 


Sir,—May I comment on certain aspects of this method 
of treatment which is discussed by Dr. J. T. Ingram’s very 
thoughtful review (Journal, March 23, p. 688) of the book 
by Dr. James W. Burks, Jr.,' on the subject ? 

The value of dermabrasion, by wire brushes or by other 
methods, is widely disputed. Thus Dr. George V. 
Webster,” in a lecture at Guy's, stated that the effect of 
dermabrasion depended on the length of the time of the 
follow-up ; the longer the interval after operation, the worse 
the result. My own view, based on over three years’ use 
of Kurtin’s wire brushes and Eller’s abrasive wheels, and a 
longer experience of abrasion by the cruder, now generally 
abandoned, method of sandpaper, is more optimistic.’ I 
believe the failures and adverse results which have been 
widely seen in the States and elsewhere have been largely 
due to indiscriminate use of the method. 

In particular it should be remembered that this technique 
for the improvement of appearance is only one of a num- 
ber of techniques which can be used for the same end. 
The best results can often only be obtained by a combina- 
tion of abrasion with excision of some lesions, or more often 
by a general tension of the cheek (as is provided by the 
standard ridectomy techniques). The question of diagnosis 
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of depth of ingrained dirt, or tattoo pigment, also affects 
the proper choice of technique. Depth can sometimes only 
be assessed accurately during the course of planing through 
the affected area of skin. It not infrequently happens that 
the whole depth of skin has to be removed. The operator 
then has to make a decision whether to use a surgical 
method of closure or to allow healing by marginal ingrowth 
with a risk of keloid or other formation of gross unsightly 
scarring. Clearly choice of method and end result will be 
influenced by training of the operator in use of local flaps 
and other plastic methods. 

It is for these reasons that I would plead that the method 
be used only under full operating theatre conditions, not 
in the inadequate arrangements of consulting-rooms. It 
also seems reasonable to plead that whoever uses this 
method should be able to supplement it by other plastic 
techniques, such as ridectomy, when these are necessary 
for the best standard of result, or when complete abrasion 
of the lesion or pigment leaves a skin defect. 

The use of “freon”* and other freezing agents as the 
anaesthetic also raises important points for debate. 
Freezing® causes intracellular dermal rupture ; and Pomerat 
and Lewis* have shown by tissue culture methods the added 
burden that this causes to normal healing. Nor do English 
patients take well to the freezing of large areas of the face ; 
nor can it be considered really safe for use near the eyes. 
For these and other reasons I prefer local analgesia; a 
general anaesthetic is preferable for the most extensive cases. 

There are also reasonable matters for debate about 
almost every aspect of the abrasive techniques at present 
used ; about type of abrasive wheel, about rate of revolu- 
tions per minute of the wheel (the faster rates probably 
cause loading of the wheel more quickly, causing thermal 
friction to the tissues rather than abrasion), and about the 
type of post-operative dressing, as well as about the range 
and scope of method. My own view is that dermabrasion 
is capable of dramatically successful results in a minority 
of patients (such as with small superficial angiomata), and 
can give a very reasonable margin of improvement to many 
other patients (such as girls with acne scars, provided it is 
repeated two or three times); but it must also be remem- 
bered that it can be harmful and has some special compli- 
cations of its own. This especially holds if it is not used 
with technical skill, 

While minor areas can be successfully abraded under 
local analgesia on an out-patient basis, extensive facial 
operations can, I believe, only be safely done under general 
anaesthesia in an operating theatre with adequate post- 
operative nursing as an in-patient for two or three days. 
If these precautions are not observed, the method is likely 
to fall into the disrepute in England that prevails for it in 
many parts of America.—I am, etc., 

PATRICK CLARKSON. 
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Test for Handedness 


Sir,—The dominant-eye test for handedness described by 
Dr. M. Q. Birkbeck (Journal, March 23, p. 703) has been 
found to be less reliable than the following one. 

The patient is given a small metal or cardboard ring of 
about 2 in. (5 cm.) diameter and asked to hold it with both 
hands, He then raises it quickly and sights a suitable target 
object with both eves open. Each eye is then closed in turn, 
and the one which sees the target through the ring is the 
dominant eye. One advantage of this test is that it is not 
influenced by the handedness of the person, as has some- 
times been found with the “ pointing” test, although as far 
as I know the evidence for this is entirely empirical—I am. 
etc., 


London, W.C.2. D. A. SHEARD. 


Obituary 


F. C. O. VALENTINE, F.R.C.P. 


Dr. F. C. O. Valentine, reader in chemotherapy and 
consultant bacteriologist to the London Hospital, died 
there on March 23 at the age of 59. 

Frank Cyril Oliphant Valentine was born at Dundee 
on July 26, 1897, and was educated at Winchester 
Before going as a scholar to Magdalene College, Cam- 
bridge, he served as an officer in the Royal Field 
Artillery during the first world war. He qualified 
M.R.C.S., L.R.C.P. from the London Hospital in 1923, 
and his early appointments there included house- 
physician to the medical unit under Professor Arthur 
Ellis. After this he was admitted to the London 
M.R.C.P. and became pathology assistant in the 
Bernhard Baron Institute, before spending six months as 
travelling fellow to the Rockefeller Institute, where he 
worked with T. M. Rivers on the growth requirements 
of Haemophilus influenzae. 

He returned to the London Hospital to take up the 
appointment of assistant director of the clinical 
laboratories under Dr. P. N. Panton. For eleven years 
from 1926 he worked there in the various branches of 
clinical pathology. During this time he developed a 
special interest in haematology and in research on 
staphylococcal infection, on which, with Panton, he 
published observations and on the toxins of the 
organism, in particular the leucocidin. From 1937 to 
1939 he was director of the inoculation department in 
succession to Dr. G. T. Western. 

During the last war Valentine held the post of 
pathologist in the Emergency Medical Service at Clay- 
bury, and while there became attracted to problems of 
chemotherapy. His interest developed with the growth 
of the subject and was to be the main focus of his 
further research, clinical work, and teaching. He came 
back to the London Hospital in 1946 as director of the 
department of chemotherapy and soon afterwards was 
made reader in this subject as a member of the staff of 
the bacteriology department under Professor S. P. (now 
Sir Samuel) Bedson and with consultant duties in the 
hospital. As a result Valentine very effectively met the 
frequent need for practical advice on matters of treat- 
ment and the control of infection and was always 
careful to relate his laboratory findings to the problem 
of the individual patient. During these years he also 
played a considerable part in the teaching of medical, 
dental, and nursing students. 

He was elected a Fellow of the Royal College of 
Physicians in 1952. With R. A. Shooter he wrote the 
third volume of Recent Advances in Chemotherapy 
(published in 1954): this book provided a short, very 
useful, and practical account of the subject. He 
devoted much time to research on antibiotics, and in 
this he was particularly concerned with the important 
and variable capacity of different organisms to survive 
periods of bacteriostasis. Up to the time of his last 
illness he was energetically studying chemotherapeutic 
drugs with special reference to their effects in combina- 
tion. 

During Frank Valentine’s long association with the 
London Hospital and its medical school, to which he 
was deeply attached, he formed many lasting friend- 
ships among those who have worked and now work 
there. His gentle nature, quiet efficiency, and modest 
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manner endeared him to many, by whom he will be 
keenly missed and long remembered with affection.— 
C.F.B 


KATE FRASER, C.B.E., M.D., B.Sc., D.P.H. 


Dr. Kate Fraser, a former commissioner of the General 
Board of Control for Scotland, died at Paisley on March 
20 in her eightieth year, after a short illness. 

Kate Fraser, whose father, Dr. Donald Fraser, was a 
distinguished physician in Paisley, went on from Paisley 
Grammar School to study medicine at Glasgow Univer- 
sity and later in Vienna, Paris, and the U.S.A. After 
taking the B.Sc (with special distinction in physiology) 
in 1900, she graduated M.B., Ch.B. in 1903. There- 
after she worked for a 
time as a resident at the 
Crichton Royal and as a 
general practitioner, until 
she was appointed a school 
medical officer in Govan, 
where she introduced the 
use of intelligence tests in 
schools. In 1913 she pub- 
lished a paper on the use 
of Binet-Simon tests in 
determining the suitability 
of children for admission 
to special schools. In the 
same year she took the 
D.P.H. and proceeded to 
the M.D. 

Dr. Fraser's association with the General Board of 
Control for Scotland lasted for 33 years; she was the 
first woman to be appointed a deputy commissioner and 
later a commissioner and member of the Board. For 
21 years as a deputy commissioner she visited patients 
under guardianship throughout Scotland—in cities, in 
the country, and in the Highlands and Islands that she 
loved so well—maintaining a close co-operation with 
local doctors and local-authority officials. It was during 
these years that Dr. Fraser attained her unrivalled 
knowledge and understanding of the social implications 
of mental handicap and of the importance of the 
relationship between the handicapped and the com- 
munity. As a commissioner she organized the ex- 
Service psychiatric after-care scheme for Scotland. Her 
determination was largely responsible for the mentally 
handicapped being included in the provisions of the 
Disabled Persons Employment Act. 

Dr. Fraser was appointed C.B.E. in 1945. She was 
chairman of the Scottish division of the Royal Medico- 
psychological Association for three years and was made 
an honorary member of the Association in 1952. 


A colleague writes: Dr. Fraser commanded the respect 
and affection of all who knew her and of all whose interests 
touched the field of mental health. Throughout her life, 
often as a pioneer, she devoted the zeal of the “ Fighting 
Frasers,” to whom she was proud to belong, to the service 
of the mentally ill and handicapped with insight, sympathy, 
and courage. In spite of her outstanding abilities and 
achievements she was always absolutely unassuming. Think- 
ing of her, we recall her slight figure, her quick step, her 
clear and critical mind, her delightful sense of humour 
and enjoyment of so many things, her kindness and under- 
standing, and her unfailing readiness to give help and 
encouragement from her own strength of character and 
ripe experience. She always retained her youthful spirit, 
and, to her, retiral in 1947 at the age of 69 did not mean 
rest ;: indeed, her work in various parts of the mental health 


field came to absorb all her time and energy. She devoted 
herself particularly to the Scottish Association for Mental 
Health, of which she had been one of the founder members. 
In August of last year she attended the Conference of the 
World Federation for Mental Health in Berlin, and only 
eleven days before her death she was occupied, as chairman 
of executive, with arrangements for the conference of the 
Scottish Association for Mental Health to be held at the 
end of March—a conference which must now take place 
without her, but not without the continuing inspiration of 
her work and personality. 

Kate Fraser has made a unique contribution to social 
psychiatry in Scotland ; her name will be honoured and her 
influence will continue for many years to come. 


W. S. RUSSELL THOMAS, M.B., B.Chir. 


Dr. W. S. Russell Thomas, formerly Member of Parlia- 
ment for Southampton, died at his home at Warlingham, 
Surrey, on March 21 at the age of 61. 

William Stanley Russell Thomas was born at Talgarth, 
Breconshire, on February 5, 1896, and was educated at 
Brecon County School, Christ College, Brecon, Queen’s 
College, Cambridge, and Guy's Hospital. During the 
first world war he served as a surgeon sub-lieutenant in 
the R.N.V.R. with the Northern Patrol. Returning to 
Guy’s he qualified in 1919, graduating M.B., B.Chir. in 
the following year and being awarded the Treasurer's 
gold medal in clinical medicine. After holding resident 
appointments at Guy's Hospital and Sheffield Royal 
Hospital, he worked for a time as assistant medical 
officer at the West Riding Asylum, Wakefield. He was 
in general practice at Warlingham from 1922 to 1932 
and afterwards in London. While in Surrey he was 
radiologist to the Caterham Cottage Hospital, and from 
1926 to 1932 a member of the Caterham and Warling- 
ham Urban District Council. During these years he 
read for the Bar and was called by Lincoln’s Inn in 1930. 

Dr. Russell Thomas stood for Parliament several 
times as a Liberal. He was unsuccessful at the General 
Elections in 1931 (Ilford), 1935 (Aberdeen and Kin- 
cardineshire Central), and 1936 (Ross and Cromarty). In 
1940, standing as a Liberal-National, he was returned 
unopposed as the Member for Southampton in the 
vacancy caused by the elevation to the peerage of Sir 
John Reith. He failed to retain his seat at the 1945 
General Election, and was defeated at the polls at 
Middlesbrough East in 1950 and Brecon and Radnor in 
1955. From 1937 to 1945 he was deputy chairman of 
the London Liberal National Party. He was a member 
of the Select Committee on Public Petitions from 1942 to 
1944, the Select Committee on National Expenditure in 
1944, and the British-American Parliamentary Com- 
mittee from 1942 to 1945. For some years also he was 
a member of the court of governors of Southampton 
University College. 

Apart from his professional and political duties Dr. 
Russell Thomas took a keen and abiding interest in the 
welfare of animals. He became a member of the Royal 
Society for the Prevention of Cruelty to Animals and of 
its council in 1943, and was chairman of the society in 
1951-2. Since 1944 he had been a vice-president of the 
National Federation of Property Owners. He married 
Miss Kathleen M. Bennett in 1922 and she survives him. 


R. C. CLARKE, F.R.CP. 


Dr. R. C. Clarke died at his home at Bristol on March 
23. He was 71 years of age. His death after a few 
days’ illness came as a great shock to his wide circle of 
friends. 
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Richard Christopher Clarke was born on June 15, 
1885, and came of an old Bristol family. From Clifton 
College he went on to study medicine at University 
College, Bristol, and at the Middlesex Hospital, qualify- 
ing in 1910. In the following year he graduated M.B., 
Ch.B. at Bristol. After holding several resident appoint- 
ments at the Bristol Royal Infirmary he was elected 
assistant physician in 1913. As far back as 1904 he 
joined the Bristol Rifle Volunteers as a private, and from 
the first formation of the Territorials he was closely 
connected with the 4th Gloucesters. He went to France 
as their M.O. in 1915 and resumed this post after the 
war. From 1916 to 1919 he was with the 19th Casualty 


Clearing Station and was one of the first to recognize the 


new disease of trench fever. Mentioned in dispatches, 
he was appointed O.B.E. for his services and awarded 
the Territorial Décoration. 

After being demobilized he took the M.R.C.P. in 
1920 and returned to his hospital and private practice in 
Bristol, becoming lecturer in clinical medicine at the 
university. The diseases of children were his particular 
interest, and most of his medical writings were on 
paediatric subjects. Many past students at Bristol 
retain affectionate memories of “ Dickie” Clarke. He 
was elected F.R.C.P. in 1934. 

At the beginning of the second world war he went 
to the Royal Herbert Hospital, Woolwich, as lieutenant- 
colonel A.M.S., and in the following year, as full 
colonel, he formed the No. 2 General Hospital and took 
it to the Middle East. He was wounded in 1941 and 
relinquished his commission, under the age limit, in 
1942. The loss of his elder son during the war struck 
him a grievous blow. 

Since his retirement from the staff of the Royal 
Infirmary in 1947 he had devoted to other interests his 
abounding stores of energy and enthusiasm. Chief 
among these hobbies was the Clifton Zoo, which owes 
him an incalculable debt for its present status and ever- 
increasing popularity. Scarcely a day passed without 
his paying it a visit, and his fertile brain was constantly 
hatching new schemes for its development and 
modernization. He was a vivid personality and to the 
last his mind remained alert as that of a young man. 
He was a loyal friend, and his loss will be felt for many 
a long day. He leaves a widow, one son, and two 
daughters, one of whom is a doctor.—H. C. 


We record with regret the tragic death of Dr. JoHN 
PuLFerR on March 26 at the age of 54. He was stabbed 
to death in his Hendon surgery while seeing a man who 
was believed to be a patient of his. Johannes Pulfer, who 
was a native of Hildburghausen in Thuringia, studied medi- 
cine at the Universities of Wiirzburg, Freiburg, Leipzig, 
and Berlin, graduating in medicine at Wiirzburg in 1925. 
The years between 1925 and 1933 he devoted to extensive 
studies in several fields of medicine, including radiology, bac- 
teriology, and serology. He held several hospital appoint- 
ments in Berlin, and was on the staff of the Urban Hospital 
there. During these years he published a number of papers 
in medical periodicals. In 1933 he became a victim of Nazi 
oppression and came to England at the end of May. 
This was the turning-point of his life; he loved Britain 
and its institutions and traditions to the last day of his life. 
He took a postgraduate course in Glasgow, obtaining the 
triple conjoint qualification early in 1935. Later that year 
he established himself in general practice at Colindale, 
where he was successful and happy in his work until his 
untimely and terrible end. 


Dr. C. WIESNER writes: Medicine was John Pulfer’s true 
vocation, inspiring him and keeping him deeply interested 


during the whole of his professional career. He was a 
great reader. In spite of a very busy life he found time to 
keep abreast with the progress and advances of medicine, 
and he took a great delight in taking medical students to 
share his surgeries and rounds before their final exams. His 
keen sense of humour helped many of his patients and was 
appreciated by all his friends, He was 54 years of age when 
fate struck him down at work, at the end of a long day, 
plunging his family, his patients, and his friends alike into 
the depths of despair and grief, because they could not 
believe that a light which had shone so brightly could have 
been extinguished with such cruel suddenness for ever. 


J.G. writes : The cruel and tragic death of John Pulfer 
has been a most grievous blow to many people, not least 
to his very many patients, to whom he was at all times a 
good friend and a physician of rare wisdom. It has become 
almost a commonplace to say that such a man represented 
general practice at its best, but in John’s case this was 
literal truth, To him his patients always came first, and in 
the 16 years which have been enriched for me by his friend- 
ship I have never known him refuse help to anyone in dis- 
tress. He brought to his patients not only considerable 
clinical skill but also a rich and happy personality. He 
bubbled over with the joy of living and was full of kind- 
ness, good humour, and toleration. Despite a very large 
practice and an immense amount of work, he found time to 
read of the latest developments in medicine as well as 
fairly widely in general literature. His enthusiastic praise 
for such books as Cry the Beloved Country by Alan Paton 
(he must have given dozens of copies of this to friends and 
relations) shows not only his instinctive recognition of fine 
literature but also his even more instinctive and funda- 
mental sympathy with the world’s unfortunates. Those 
who knew him and loved him will always be grateful for his 
friendship. His compassion, courage, and modesty will re- 
main fresh in many hearts. Of no one can it more simply 
or unaffectedly be said that “in his tongue was the law of 
kindness.” 


Mr. C. B. F. Trvy, consulting surgeon to the Plymouth 
Royal Eye Hospital and consulting ophthalmic surgeon to 
the Prince of Wales’s Hospital, Plymouth, died at his home 
near Brixham, Devon, on February 27, aged 76. He had 
patiently endured a long illness. Cecil Brian Forsayeth Tivy 
was born at Cork on May 3, 1880, and was educated at the 
old Queen's College there, graduating M.B., B.Ch. from the 
former Royal University of Ireland in 1903. Four years 
later he proceeded to the M.Ch. After graduation he held 
house appointments at the Staffordshire General Infirmary, 
Sunderland Royal Infirmary, and the Cork Eye, Ear, and 
Throat Hospital before going into general practice at Brix- 
ham in 1908. At the beginning of the first world war he 
served in the R.N.V.R., and after being invalided out of the 
Navy in 1915 he joined the R.A.M.C., serving in France, 
and later in Mesopotamia and Egypt. In 1918 he returned 
to Brixham, but he had always been interested in eye work, 
and early in 1919 became a clinical assistant at Moorfields. 
At the end of that year he joined the late Mr. J. R. Rolston 
in ophthalmic practice in Plymouth, and was appointed 
honorary surgeon to the Plymouth Royal Eye Hospital in 
1925. He also became consulting ophthalmic surgeon to 
the Prince of Wales's Hospital and the City Hospital, 
Plymouth, and to the Royal Albert Hospital, Devonport. 
He was honorary secretary of the Plymouth Medical Society 
for some years, and a former president of the South-western 
Ophthalmological Society. He served as a vice-president 
of the Section of Ophthalmology when the B.M.A. held its 
Annual Meeting at Plymouth in 1938. During the second 
world war he was medical officer to the Yealmpton 
Home Guard. He retired from hospital work in 1946, but 
continued in practice until 1948. Mr. Tivy was a great 
lover of the countryside and country pursuits. He enjoyed 
shooting most of all, but was an enthusiastic follower of 
most kinds of sport and a keen golfer. He took a great 
interest in freemasonry and was a past master of his lodge. 
He will be sincerely mourned by his former patients not only 
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for his skill but for his invariable kindness and generosity. 
To many he became a personal friend. He leaves a widow 
and two daughters, to whom our sincere sympathy is ex 
tended.—P. R. G. 


Dr. R. J. Weepner died unexpectedly on March 14 at his 
home at St. Brelade’s, Jersey, where he and his wife had 
settled after he retired from practice at Tynemouth. Some 
weeks ago, after a visit to his native north country, he was 
taken ill on returning to London and spent a fortnight in 
hospital. He had been home about two weeks, apparently 
fully recovered. Robert Joseph Weedner was born at New- 
castle upon Tyne on April 22, 1882, where his father was 
prominent in business and civic affairs, being an alderman 
and magistrate, and, in 1912, lord mayor. He received his 
education at St. Cuthbert’s Grammar School in Newcastle, 
and afterwards at the Institut St. Joseph, La Louviére, in 
Belgium. At the latter college he and his twin brother 
Edward, who lives in Newcastle, introduced soccer. His 
medical education was undertaken at the College of Medi- 
cine in the University of Durham, and there he graduated 
M.B., B.S. in 1906, General practice claimed him, and 
in 1906 he settled in the borough of Tynemouth, where 
over the years his practice became a large and representa- 
tive one. He was interested in surgery, and in 1911 was 
elected an honorary surgeon to the Tynemouth Victoria 
Jubilee Infirmary, where he proved himself to be a valuable 
member of the staff. At the time of his retirement he 
was chairman of the medical staff. Active in British Medical 
Association matters, he was chairman of the Tyneside Divi- 
sion from 1938 to 1943. During the first world war he 
served abroad and was present at the assault on Gallipoli. 
During the second world war he lost a son in action in 
Burma, and in 1955 a daughter died after a painful illness. 
There are two sons and a daughter surviving. Sport was a 
lifelong mterest. As a medical student he played for his 
college at football, and after his playing days were over 
kept up a keen interest as a spectator. Tennis and golf 
he also enjoyed, and the country pursuits of fishing and 
shooting completed his wide sporting activities. 

S.C. S. writes: I knew Dr. R. J. Weedner for over thirty 
years, both as a colleague in general practice and as a fellow 
member of the Tynemouth Infirmary staff, and I would 
like to pay tribute to one who was a worthy member of 
his profession. With his high integrity and loyalty, he was 
representative of the very best type of hard-working family 
doctor. His many friends and patients in the north will 
mourn his passing, while retaining happy memories, and 
would wish to extend to Mrs. Weedner and the family their 
sincere sympathy. 


Mr. G. H. Caicer writes from Durban, Natal: I see 
from the Journa! of January 26 (p. 232) that my old friend, 
FE. BARRINGTON Brooke, has passed on. We first met at 
Caius, where he entered as a classical scholar during the 
first world war. After one term, junior medical students 
were advised to join H.M. Forces. Debarred on medical 
grounds, Brooke left to relieve a schoolmaster fit for ser- 
vice. Later, when the need for medical men was stressed, 
he decided to take up medicine, and so, on return from the 
war, those who survived joined him again. One of the 
most sociable of men. he was much prized as a friend. Brooke 
was a lifelong sufferer from asthma and would ask what 
flowers were in bloom before accepting an invitation for 
the week-end. We once shared a “long vac.” term at the 
Old Vicarage at Grantchester, where the church clock still 
stood at 10 to 3 (as in Rupert Brooke’s nostalgic war poem). 
Brooke was on the organizing committee for the Inter- 
national Gerontological Congress held in 1954. Owing no 
doubt to his modesty, I had not known of his Fellowship 
of the Roval College of Physicians until I saw his obituary. 
The memorial service held by his old hospital paid no un- 
deserved tribute, I feel sure, to a classical scholar diverted 
by war into the realm of medicine, which he served and 
adorned so faithfully and with that incomparable human 
touch which was second nature to him. 


Medical Notes in Parliament 


/ sultant physician was about to retire. 


EDINBURGH HOSPITAL CONTROVERSY 


The controversy over the appointment of a consultant physi- 
cian to a group of hospitals in Edinburgh was brought into 
the House of Commons on March 25 by one of the local 
M.P.s, Mr. J. H. Hoy (Leith, Lab.). The two hospitals 
chiefly concerned are the Bruntsfield Hospital for Women 
and Children and the Elsie Inglis Maternity Hospital, the 
only two hospitals in Scotland, Mr. Hoy said, where women 
could be assured of seeing women consultants. 

Both were memorial hospitals commemorating two 
pioneers, Dr. Sophia Jex Blake and Dr. Elsie Inglis, and 
were established by subscriptions to provide medical care 
for women by women doctors. The Bruntsfield Hospital 
started with 17 beds and now had 81, and the Elsie Inglis 
Hospital was the second largest maternity hospital in Edin- 
burgh, and dealt with about 1,700 cases a year. The con- 
By a coincidence the 
consultant physician at two other hospitals in the Southern 
Group, the Deaconess Church of Scotland Hospital and 
the Longmore Hospital, was leaving to take up an appoint- 
ment elsewhere. The South-east Regional Hospital Board 
had decided to amalgamate the two posts. The decision 
had aroused a storm of protest. This had been supported 
by the Edinburgh Medical Committee, the Edinburgh Execu- 
tive Council, the Medical Women’s Federation, various other 
organizations and public figures, and the consultant and 
specialist committee of the South-eastern Region, whose 
reasons were that the volume of work was too great to be 
done efficiently by one consultant, and the need for at least 
one woman consultant physician in the region. In spite of 
this opposition the Secretary of State had upheld the de- 
cision of the regional hospital board and supported the 
paltry excuse that here was an opportunity to combine the 
two posts and pay a larger salary. 

Mr. Hoy summed up his argument with a quotation from 
a letter by Dr. T. R. R. Todd and others, published in the 
Supplement of February 9 (p. 62), which referred to “a 
regional hospital board out of touch with medical and lay 
opinion—underestimating the valuable part played by the 
smaller hospitals ” ; and the opinion of Miss Margaret Kidd, 
Q.C., that “to appoint a man consultant to these hospitals 
must appear to every honest person an outrageous breach 
of trust.” 

Government Reply 

Mr. J. Nixon Browne, Under Secretary, Scottish Office, 
did not give the promise of reconsideration for which Mr. 
Hoy asked. He summarized the Secretary of State’s deci- 
sion, published in the Supplement of March 16 (p. 116). It 
was the duty of the regional board, under the Health Ser- 
vice regulations, to plan the specialist services in its region. 
The Secretary of State could not intervene in the day-to-day 
exercise of functions which had been delegated to the 
board. The health department was frequently consulted by 
regional boards about their specialist services. The Secre- 
tary of State could advise and recommend, and ultimately 
direct. But to override the decision of a statutory body was 
a serious matter. The regional board was fully seized of 
the value of special hospitals for women, and it also knew 
there was a demand for the services of a woman consultant 
physician in Edinburgh. But the demand was limited. 
There were only 19 medical beds in Bruntsfield Hospital 
(compared with the 1,001 in Edinburgh); the other 62 were 
still staffed by a woman surgeon and a woman gynaecolo- 
gist; and all the 68 beds at the Elsie Inglis Hospital were 
staffed by women. The appointment had not yet been made, 
and it might still be a woman. 

The regional board and the board of management had 
assessed the services required as five half-days out of 11. 
The salary would be £1,100 to £1,600. The board con- 
cluded that the Bruntsfield and Elsie Inglis post alone would 
not attract a wide enough range of applicants of satisfactory 
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quality. They combined it with the Deaconess and Long- 
more Hospitals, in the same group. The salary for the 
combined post would be £2,100 to £3,100 on a whole-time 
basis, or about £1,800 to £2,600 on a maximum part-time 
basis. It was considered that a post of this broad scope and 
at this salary would attract, if open to either sex, a consult- 
ant of the highest calibre. There was no evidence that 
regional boards were prejudiced against women consultants. 
This regional board had asked him to emphasize that should 
a woman candidate prove herself worthy in open competition 
she would be appointed to the post with the board's fullest 
confidence. The Secretary of State’s decision was the right 
one, and the only possible one. 


Testing New Drugs 

Mr. A. BLENKINSOP (Newcastle-upon-Tyne, East, Lab.) 
asked the Minister of Health on March 25 whether he would 
invite the Central Health Services Council to inquire into 
the advisability of establishing some system of laboratory 
and hospital testing of new drugs before their use in the 
Health Service. Mr. D. Vosper said that a joint com- 
mittee of the Central and Scottish Health Services Councils 
already advised on the therapeutic value of new proprietary 
drugs and preparations, and he thought in present circum- 
stances that was as far as they could go. Mr. 
BLENKINSOP asked if the Minister did not feel that with the 
large number of new drugs coming on the market almost 
every week—some expensive, and some that were challenged 
medically—it was desirable that there should be some 
independert test of a more extensive kind than the com- 
mittee could provide. Mr. Vosper told him that that was 
a matter exercising his mind. There were certain proposals 
under consideration. But Mr. Blenkinsop’s proposal had 
far greater implications than he realized. 

The PRESIDENT OF THE BOARD OF Trape informed Mr. H. 
Wi son (Huyton, Lab.) on March 28 that imports of drugs, 
medicines, and medicinal preparations, excluding antibiotics, 
from the United States were valued at £1.Ilm. in 1956. 
These goods were not separately specified in the trade returns 
for 1951, but imports in that year were estimated to have 
been of the same order as in 1956. 


Tuberculosis Among Immigrants 


Mr. T. IREMONGER (Ilford, North, Con.) asked what examin- 
ation of immigrants into the United Kingdom was made to 
determine whether they were suffering from tuberculosis or 
other communicable diseases. Mr. J. K. VAUGHAN-MoORGAN, 
Parliamentary Secretary, replied that any alien immigrant 
might be subjected to a general medical examination before 
he was permitted to land. Where tuberculosis was suspected 
in any person, British or alien, coming to this country the 
port medical officer notified the medical officer of health of 
the district to which the person was proceeding, so that he 
might be brought under observation. The port medical 
officer had power to examine any person if he had reason 
to think he was suffering from any other infectious disease, 
apart from venereal disease. Dr. Evita SUMMERSKILL 
(Warrington, Lab.) asked why, if it was considered neces- 
sary to x-ray people in factories to diagnose this disease, 
it was not equally important to x-ray immigrants. Mr. 
VAUGHAN-MorGan said it had been explained that to estab- 
lish a sufficiently thorough health check would involve new 
restrictions out of all proportion to the danger involved. 


Cloistering Emoluments 


Mr. JoHN RANKIN (Glasgow, Govan, Lab.) asked the 
Secretary of State for Scotland on March 26 if he would 
inquire into the prevalence of the cloistering-emolument 
system of service in State hospitals in Scotland. and indicate 
what steps he proposed to take to bring about its termina- 
tion. Mr. J. Nixon Browne, Under Secretary, Scottish 
Office, said that, if Mr. RANKIN was referring to the fact 


that some doctors were required to live in hospital premises 
where it was necessary that doctors should always be avail- 
able, the Secretary of State had no evidence of dissatis- 
faction with this practice. Mr. RANKIN asked if the Minister 
agreed with the principle that employers had the right to 
claim emoluments from cloistered staff who were cloistered 
for the purpose of carrying out their duties. Mr. BROWNE 
said that was a different question. No responsible group in 
the hospital service had objected to the present practice. He 
would look into any case that Mr. Rankin had in mind. 


Notification of Burns and Scalds 


Dr. DonaLp JoHNsoNn (Carlisle, Con.) suggested that the 
Minister of Health should introduce legislation to make 
burns and scalds, causing accidents that needed hospital 
attention, notifiable by the appropriate authorities. Mr. 
VAUGHAN-MorGaN said he scarcely thought this would be 
justified, Dr. JouNson asked that at least there should be 
some arrangement for reliable statistics to be collected. 
Mr. VAUGHAN-MorGaN said that in some areas medical 
officers of health were notified, by arrangement with the 
hospitals. That was being encouraged, and he would welcome 
a wider extension of it. 


Mineral Waters at Bath 


Mr. |. Prrman (Bath, Con.) asked the Minister of Health 
whether, in view of the anxieties of expectant mothers and 
others in Bath, he would institute an inquiry into the pro- 
perties of the mineral waters there. Mr. VAUGHAN-MORGAN, 
the Parliamentary Secretary, stated that the maternal and 
infant mortality rates and the number of premature babies 
born in Bath had all been lower than the national average 
in most recent years ; the stillbirth rate had recently been 
higher, but in the period since 1936 had more often been 
below than above the national average. The Minister there- 
fore saw no cause for local anxiety. The content of the 
mineral waters was known and seemed to have no relation 
to the matter. 


Medical Lists 


In reply to a question by Sir Kerru Josepn (Leeds, North- 
east, Con.) on numbers of doctors on medical lists in i 
England and Wales, Mr. Vosper stated on April | that 
between July, 1952, and July, 1956, the number of doctors 
increased by 1,908, or 11%, and the number of patients per 
doctor diminished from 2,436 to 2,272. In 1952 there were 
7,596 doctors practising in areas then classified as under- 
doctored with about 21} million patients on their lists. By 
1956 the areas classified as under-doctored had been so 
reduced that there were only 3,484 doctors practising in 
them with about 9} million patients, a very substantial 
improvement. 


Handicapped Persons’ Welfare 


Mr. J. K. VAUGHAN-MorGan, Parliamentary Secretary, 
Ministry of Health, announced on April | that Mr. Edward 
Evans, M.P., was to be chairman of an advisory committee 
on the health and welfare of the handicapped. The other 
members would be (medical members in capitals): 

Mr. N. D. Bosworth-Smith, Dr. T. M. Curneerr, Alderman iq 
Mrs. O. G. Deer, Miss S. T, Hart, Miss G. MacCaul, Alderman . 
E. E. Mile, Sir Cecil Oakes, Alderman Miss May O'Conor, ; 
Professor Sir Harry Piatt, P.R.C.S., Mr. R. G. Richards, Mr. 
Godfrey Robinson, Alderman R. G. Robinson, Lady Sempill, 
Professor A. B. Sempte, Mr. T. H. Smith, Miss B. H. F. 
Townsend, S.R.N., Alderman Lieutenant-Commander J. H. 
Turner, Dr. J. A. L. VauGuan-Jones, Mr. H. Willard. 


N.H.S. Hospital Staffs—The number of nurses employed in 
Health Service hospitals has increased from 125,752 full-time and 
23.060 part-time in 1949 to 145,802 and 35,568 respectively in 
September, 1956. The administrative staff increased from 25,215 
in 1949 to 29,664 in 1955. 
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TRIAL OF DR. J. BODKIN ADAMS 
EXPERT EVIDENCE 


[From Our SpeciaL CORRESPONDENT] 


The trial of Dr. John Bodkin Adams, of Eastbourne, con- 
tinued before Mr. Justice Devlin at the Old Bailey. Dr. 
Adams is charged with the murder of a patient, 81-year-old 
Mrs. Edith Alice Morrell, who died on November 13, 1950. 
He pleads not guilty. 

Sir Reginald Manningham-Buller, Q.C., is appearing for the 
prosecution with Mr. Melford Stevenson, Q.C., and Mr. Malcolm 
Morris. Mr. Geoffrey Lawrence, Q.C., is appearing for Dr 
Adams with Mr. Edward Clarke and Mr. John Heritage. The 
Medical Defence Union is acting for Dr. Adams. 


On the seventh day of the trial (March 27) after evidence 
had been taken from Superintendent Hannam, of Scotland 
Yard, and other police witnesses, Dr. Adams's partner, Dr. 
R. V. Harris, gave evidence. He said he saw Mrs. Morrell 
on June 12, 1949, and on several occasions in May, 1950. 
Dr. Adams, he said, usually instructed one to carry on with 
whatever treatment he had been giving to the patient, and 
to the best of Dr. Harris's memory he had complied with 
the instruction. He said he must have increased the 
morphine and heroin dose on September 12, 1950, because 
Mrs. Morrell was in an extremely irritable state over Dr. 
Adams being away. In cross-examination by Mr. Law- 
rence, Dr. Harris agreed that Dr. Adams was using the 
morphine and heroin in combination to effect the sedation 
which was necessary. 

Next day Dr. Arthur Henry Douthwaite, of Harley Street, 
London, was called as the Crown's expert medical witness. 
Dr. Douthwaite, described as senior physician to Guy's 
Hospital, consulting physician to the Royal Hospital and 
Home for Incurables, honorary consulting physician to the 
Horsham Hospital, and editor of Hale-White’s Materia 
Medica, said he had been in general practice from 1924 
until 1928 in Worthing. He described the three common 
causes of a stroke as (1) haemorrhage of the brain, 
(2) cerebral thrombosis, and (3) cerebral embolism. Severe 
cerebral haemorrhage almost always resulted in death within 
three or four days; cerebral thrombosis patients usually 
survived and their condition would improve spontaneously 
over several months. A patient could live for many years 
after such a complaint. 

The Attorney-General then directed the witness's atten- 
tion to the case of the deceased. He said: 


“You have heard the evidence given in this case, and I think 
you have seen the nurses’ reports ? "—* Yes.” 

“What is your conclusion as to the cause of the stroke from 
which Mrs. Morrell suffered in 1948 ? "—‘In all probability a 
cerebral thrombosis 

“ We have also heard that one effect of the stroke was paralysis 
of the left side ? "—‘ Yes.” 

“Is such a stroke followed by any other symptoms ? ” 
“Well, yes, in so far that naturally the patients, finding them- 
selves unable to move, will naturally be depressed and irritable, 
lacrimose.” 

“T want you to indicate quite briefly what is the proper course 
of treatment for a patient who has suffered a stroke as a result 
of cerebral thrombosis.”—*“ Within a few days, as soon as one 
is able to obtain any co-operation from the patient, when the 
mind is clear, as it may well be within a few days, one should 
do one’s best to mobilize the patient, encourage movement of 
the body and indeed encourage her to try to move the paralysed 
part. Massage, exercises, and so forth.” 

The witness was then referred to the prescription list, which 
showed that on July 21, 1948, 40 hypodermic tablets each of 
heroin and morphine sulphate had been prescribed, the total 
being 6 2/3 ger. (430 mg.) of each drug. 

Attorney-General: “Is there, in your opinion, any justifi- 
cation for injecting morphia and heroin immediately after a 


stroke caused by cerebral haemorrhage ? "—‘* No, there is no 
justification.” 

“Is it right or wrong to do so?”’—‘It is wrong. In all 
circumstances it would be wrong to inject heroin and morphia.” 

“What about morphia alone ? "—‘* Morphia alone should not 
be given to someone who has had a stroke unless there was an 
episode of acute mania; then that would be justified as a single 
injection.” 

The witness was then referred to the remainder of the list, 
which, he agreed, indicated that up to the end of 1949 morphine 
and heroin had been prescribed for the patient throughout the 
period. 

“What would be the effect of administering morphia and 
heroin to an old lady who has suffered a stroke ? What would 
be the effect on her rehabilitation ? "—‘ It would greatly inter- 
fere with any progress of rehabilitation.” 


Severe Addiction 


Dr. Douthwaite explained that the administrations referred 
to would inevitably produce severe addiction to both drugs ; 
they would seriously interfere with the patient's prospects of 
resuming normal life, for they would take away all the co- 
operation necessary. It was not necessary or generally desir- 
able to use sedation immediately upon a cerebral thrombosis, 
except that it was reasonable to give something to make 
sure of sleep at night. but certainly not morphia or heroin. 
It was not necessary to keep the patient as quiet as possible 
in the daytime ; on the contrary, if the patient were kept 
very quiet the risk of another stroke was increased because 
clotting in any artery was more likely to occur when the 
blood circulated slowly through the patient being kept very 
quiet. Heroin and morphia would tend to slow the respira- 
tion, which might become deeper, and that would result in 
interference with ventilation of the lungs, possibly leading 
to collapse and pneumonia—putting it shortly, chest com- 
plications. Morphia was also powerfully constipating. 
Cerebral irritation for a few days after the stroke would 
result in irritability, but the condition would soon pass off. 
He would expect a patient of 81 to be suffering from some 
degree of cerebral arteriosclerosis, however, which was 
likely to result in irritability, but it would be quite wrong 
in that case to administer morphia artd heroin, because addic- 
tion would be rapidly caused and because there were many 
other safer drugs which were much more effective. In 1950 
bromide, barbitone, and lots of the barbiturates had been 
available. The administration of morphia and heroin 
together regularly over a short period of time would prob- 
ably produce drowsiness and sleep to start with, but on 
recovery from that, on awakening, the patient would feel 
ill and irritable, possibly sick, and might vomit. The ad- 
ministration of the two, over a period, to a person of 81 
who had not suffered a stroke would produce irritability ; 
if irritability were already present due to arteriosclerosis 
regular injections of the two would worsen the condition. 

The patient’s normal reaction to the feeling of pleasure 
referred to was one of dependence on the doctor, who 
naturally obtained a complete ascendancy over the patient 
once addiction had occurred. 


The Attorney-General: ‘“ What legitimate purpose can in- 
jections of morphia be daily administered for over a long 
period ? “—“ Only for a severe pain which cannot be quelled by 
drugs which are less dangerous. By ‘ prolonged periods’ I have 
in mind, as I think you have, sir, several months.” 

The normal dosage of morphia was } gr., but the British 
Pharmacopoeia maximum was } gr. Nervous insomnia was a 
strong indication that morphia should not be used, for it would 
certainly establish addiction in such a case. The normal dose 
of 4 gr. would be given four-hourly in the case of severe pain: 
it would be given more frequently if the pain were intense, 
possibly every hour. 

“Is morphia a dangerous drug ? "—“ In the legal sense ? ” 

“ Yes.”"—"* Yes.” 

“Ts it a dangerous drug also in the medical sense ? "—“ It is 
a dangerous drug in both senses.” 

“What about heroin ? "—“ Also in both senses.” 

“ How do they compare ? "—‘ Well, heroin is a stronger drug 
than morphia, is a more dangerous drug. Its action in many 
respects is similar to that of morphia, but it differs in some im- 
portant respects.” 
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“* What is the effect of heroin on respiration ? "—* It is power- 

fully depressant. That is the great danger.” 
* Powerfully depressant ? "—‘* Depressant, yes, of what we 

call the respiratory centre in the brain.” 

“When you say * powerfully depressant ’ can you given an idea 
of how it compares with morphia ? "—** In that respect ? " 
_“In that respect.”—‘ Oh, about four times, three or four 
times more powerful.” 

“ As a depressant of respiration ? "'—‘ Yes.” 


The maximum dosage was } gr. according to the 1948 
B.P. recommendation, said Dr. Douthwaite, seldom given 
more than once in six hours except in the face of terrible 
pain. Heroin relieved pain and calmed the patient in conse- 
quence. It exercised a slight sedative effect when given to 
a patient who was not in pain and was not accustomed to 
the drug, but the drowsy effect was mild and uncertain and 
disappeared with frequent repetition. Heroin would facili- 
tate sleep by removing pain. 


Twitching of Limbs 


Twitching of the limbs could be induced by heroin ; 
barbiturates would tend to depress or prevent that if 
adequately applied. Heroin stimulated the spinal cord much 
more constantly and violently than morphine, the visible 
effect being twitchings or convulsions. The natural toler- 
ance of human beings to heroin and morphia varied, but 
would develop very quickly within a fortnight to three weeks 
with routine administration. The effect of the 4 gr. decreased 
and lasted for a shorter time once addiction was achieved. 
If the administration to an addicted patient were stopped 
the patient became terribly ill, wildly excited, getting pain 
in the limbs, sweating, sneezing, and possibly collapse—a 
whole host of what were known as withdrawal symptoms. 
These became maximal if morphia or heroin were withheld 
for about two days. Curing an addiction was a very un- 
pleasant process for the patient. Maintaining routine injec- 
tions of morphia and heroin at the same level for a long 
period would produce suffering ; it would keep the patient 
in a state of almost constant craving for more drugs and 
thus ensure that she would be excitable, bad-tempered, 
impossible to live with. 

“Omnopon,” which contained 50% morphia, had a simi- 
Jar effect to the latter drug, said Dr. Douthwaite. Paralde- 
hyde was a sedative, the distinguishing features of which 
were its revolting smell and taste ; it also acted as a depres- 
sant on the respiratory centre and on the whole of the 
central nervous system. 

The Attorney-General: “ But could that properly be used 
in an endeavour to stop twitchings ? "—* Yes.” 

“ But what would be the effect if it was used to stop twitch- 
ings if it was superimposed on heavy administrations of heroin 
alone or heroin and morphia ? *—‘* That would be likely to pro- 
duce death.” It was not of itself a dangerous drug, he said, it 
would deepen coma or heavy sleep if that existed. 

“Is there any justification or legitimate ground, in your view, 
for administering morphia and heroin together ? "—** No.” 

“What would be the object of giving a routine administration 
of morphia and heroin ? What would be the medical object ? ” 
—“* The medical object ?" 

“Can you think of one ? "-——‘* There is not one.” 


Mrs. Morrell, on June 20, 1949, was, in the witness's view, 
a fully addicted patient. 


Keeping Patient Under 


The witness was then taken through the remainder of 
the nurses’ reports. After the luncheon adjournment the 
Attorney-General directed his questions to treatment extend- 
ing up to the night of November 9-10, 1950: 


“T would rather, Dr. Douthwaite, if you would say in your 
own language what these reports indicate, what the application 
of this heroin indicates was the basis of the instruction given on 
November 9 and 10 to give heroin | gr. s.o.s."—* It seems to me 
that the only reason why this was given was in order to keep 
her under. There was no indication that I can see for the 
therapeutic administration of heroin on those dates in those 
quantities.” 


“When you say ‘keep her under’ what exactly do you mean 
by that ? ’—“* Well, to put it in simple language, to keep her 
thoroughly doped or dragged.” 

“Now I want you to express your considered opinion as to 
the effect on this lady of 81, this semi-paralysed lady of 81, of 
the dosages of heroin given in these last few days, that is to 
say, from November 8 onwards, allowing for the tolerance which 
had been acquired to routine injections ? What, in your opinion, 
was the effect of the dosage of heroin given since November 8 
as shown by the nurses’ reports? Seeing the rise from 2 of 
morphia and 2 of heroin on the 8th, 2 of morphia and 14 of 
heroin on the 9th, and then on November 10 to 4 of heroin and 
1 of morphia, then on the next day 34 and 5 respectively and on 
the 12th 2 and 34; looking at those dosages of heroin that she 
had leading up to the 12th, leading up to the time of her death 
on the 13th, making all allowances for acquired tolerance, what 
in your opinion was bound to be the effect of that dosage of 
heroin as administered to her as shown in the nurses’ reports ? " 
—‘I believe that it would have produced jerking spasms or 
convulsions and ultimately death.” 

“Is there anything in the nurses’ records or in the evidence 
that you have heard to justify this administration of heroin and 
morphia in November, and particularly on the 10th, I!th, and 
12th ? "—** No, there is nothing.” 

“ Did you find any evidence of her suffering severe pain since 
her stroke ? "—“* No.” A condition of severe pain following 
upon a stroke occurred very rarely, he said, and was known as a 
thalamic syndrome. There was no indication in the reports of 
any such complaint. 

After referring the witness again to the prescriptions the 
Attorney-General said: 


“IT need not take you through the quantities, but you have 
examined, I think, the entries in particular from No. 81 onwards, 
have you not? You have seen those ones in November ? "— 
* Yes, the ones in November.” 

“I think it follows, if those prescriptions in fact exceeded the 
amount shown in the nurses’ reports and the difference was in 
fact administered to Mrs. Morrell in that period, what effect 
would that have had on her prospect of life ? "—‘ They would 
have killed her.” He said that the drugs administered on the 
last day would have been enough to kill the patient. 

“We have also heard evidence that one phial of morphia and 
one phial of heroin or omnopon were left over after her death ? ” 
Yes.” 

“* Deducting that from the amounts prescribed for her—de- 
ducting that—what would have been the effect of administering 
the balance of the prescriptions ?"—‘“It would still have 
resulted in death.” 

“You heard Nurse Randall’s evidence as to the symptoms of 
jerkiness and all that, did you not ? "—* Yes, I did.” 

“ Having regard to that dosage of heroin, were they to be 
expected or not ? "—* Yes, were.” 

“Is there in your view any other explanation for them ? "— 
“No other explanation is possible in my view.” Cerebral throm- 
bosis in November, 1950, could not have produced the picture 
created by the nurses’ evidence in the last few days, he said. 
The initial treatment with heroin and morphia was not justified, 
either the morphia or the heroin, and certainly not the two to- 
gether. The certain consequence of that treatment was addiction. 

“Was there any justification, so far as you can see from the 
records and the evidence, of continuing such daily treatment 
from 1948 to November, 1950 ? "-—*t No, there was no justifica- 
tion.” 

“What conclusion do you draw from the dosage administered 
according to the nurses’ reports in the last few days before her 
death as to the intention with which that dosage must have been 
prescribed and administered ? "—* The only conclusion that I can 
come to was that the intention was to terminate her life.” The 
injections of paraldehyde on top of the heroin would make the 
heroin more lethal. 

“In the cremation form Dr. Adams, we know, has recorded 
as the immediate cause of death cerebral thrombosis. Are there 
any signs in the nurses’ reports in your opinion which justify 
that conclusion ? "—* No.” 

“ Supposing there had been any signs of cerebral thrombosis in 
November, would there then have been any justification for 
administering those doses of heroin ? "—-“* No, certainly not.” 

“Can you tell whether a person has died as a result of cerebral 
thrombosis as a result of an external examination ? "—* No, you 
cannot.” 

. your opinion, should heroin be given to old people ? "— 
“ ” 

“Having considered all the evidence and these documents, 
can you think—I am sure you will say so if you think so—can 
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you think of any legitimate reason for the amounts prescribed 
from November 8 onwards of heroin and morphia ? *—* No.” 

“ Dealing with the amounts prescribed, were the amounts pre- 
scribed on November 8, 9, 10, 11, and 12 sufficient to cause 
death ? Yes.” 


General Practitioner's Expected Knowledge 


On the ninth day of the trial Dr. Douthwaite was re- 
called, and the Attorney-General continued his examination- 
in-chief. 

Asked to describe the effect of heroin and morphine in 
conjunction with barbiturates (“allonal” and “ sedormid ™) 
shown by the night reports to have been administered, the 
witness said that that would increase the depressant effect 
of one or the other. Looking back over the period, the 
degree of drugging, taking into account both the barbiturates 
and the heroin and morphia, was heavy. 

Turning to the question of a general practitioner's expected 
knowledge of drugs, the Attorney-General said: 


“To what extent would knowledge of those matters—that is 
to say, the nature of heroin and morphia, doses to be admin- 
istered, the risks of addiction, and the consequences in regard 
to tolerance, etc., and convulsive spasms at the end—to what 
extent would those matters be within the knowledge of a general 
practitioner ? "——“‘ He would have the knowledge of all the main 
occasions, of all the main drugs that are taught to students and 
repeatedly referred to in the wards in training.” 

“ Would the holder of a diploma in anaesthetics have more or 
less knowledge in relation to morphia and heroin than an ordin- 
ary general practitioner ? "—-‘‘ He would have more. They have 
to make a special study of drugs of this sort in order to achieve 
their specialty.” 

“When you say ‘a special study of drugs of this sort’ does 
that include morphia and heroin and the barbitones ? "—“ Yes, 
certainly.” 


Cross-examination of Witness 


Mr. Geoffrey Lawrence then opened his cross-examina- 
tion: 

“ Dr. Douthwaite, my client, Dr. Adams, in this case, as you 
know, is charged with the murder of Mrs. Morrell ? "—* Yes.” 

“ Before I embark on my cross-examination of what you have 
said, I want to be quite clear what your proposition to my lord 
and the jury is in relation to the charge of murder. Have | 
understood it correctly in this way: that as a doctor and a 
specialist yourself you are saying that he formed the intention, 
as you say, ‘to terminate her life’ on November 8, and carried 
that intention into effect over the next five days ? "—* Yes.” 

“1 think it follows from what you said to my lord yesterday 
that that murderous intent in your view was present in his mind 
from and including November 8 onwards to the end ? "—* Yes.” 

“ A specialist's profession is a responsible one, no doubt, but 
I hardly suppose that you have often expressed a graver or more 
fateful opinion on a matter of medicine than that, have you ? ” 
—* No.” 

“ Before going into the witness-box and expressing that view 
upon oath in this court, have you satisfied yourself that you have 
had every piece of relevant evidence before you on which to 
judge ? "—" Yes.” 

“You gave evidence in this case before the magistrates at 
Eastbourne, did you not ? "—“I did.” 

“For the prosecution ? "—“ Yes.” 

“Supporting the charge of murder ? "—*“ Yes.” 

“ At that stage of the matter your knowledge of the medica- 
tion, the treatment, of Mrs. Morrell began at the beginning of 
January, 1950, did it not ? "—* Yes.” 

“When you gave evidence at that stage you were entirely in 
ignorance of what her treatment by Dr. Adams had been before 
January, 1950, were you not ? "—“I was.” 

“And you gave that evidence at least partly upon the hypo- 
thesis that for the last three or four days of her life this lady 
had been in a continuous coma, did you not ? "—‘ Yes.” 

“That has turned out on the facts now to be quite wrong ? ” 

—“ Yes; not a continuous coma.” 

He agreed that the court had now a complete picture of the 
patient's treatment. His conclusions, he said, had been based 
on a medication that began in July, 1948. He had known about 
the stroke. He had said in conferences that it would be very 
interesting to know what treatment the patient had had before 
she had come under the care of Dr. Adams. 


Mr. Lawrence: “ As a doctor, a Harley Street specialist, who 
has ended up in that box and said that another doctor formed a 
murderous intent which he carried into effect on an old lady of 
81, have you seriously asked for that information from those 
who are conducting the matter for the Crown ? "—* No. I did 
not regard it as my duty to ask them to find out facts of that 
sort. The information and the expression of opinion that I 
have given is on the facts which have been presented in this 
court.” 

“Yes, I dare say, but you are not forgetting for one single 
moment, are you, the conclusions which you put before the jury 
yesterday of murder in this man’s mind and the execution of 
murder in the five days at the end of her life ? —‘* No, I haven't 
forgotten that for a moment.” 

Further pressed as to why he had not sought the information, 
the witness said that in the first place he had been told it was 
not available; secondly, it would not have materially influenced 
the answers he had given in respect of the addiction. 

Mr. Lawrence: “It would be most important to know, would 
it not, before damning Dr. Adams's treatment from the start, as 
you did yesterday, to know what had happened in Cheshire ? ” 

“It would be interesting to know what had happened in 
Cheshire, yes.” 

“And so far you do not know what that information is, do 
you ? "—“T do not, no.” 


Beginning of the Illness 

Mr. Lawrence then produced copies of the nurses’ notes 
taken on the case in the Neston Cottage Hospital in Cheshire 
from the outset of the patient's illness. These would fill 
the final gap going back to the moment when the stroke had 
occurred. The reports, starting in June, 1948, indicated 
hemiplegia, paralysis of the left side, 2 gr. of “luminal” 
administered. Temperature was 99° F., pulse 72, respira- 
tions 18. The witness agreed that luminal was a synthetic 
barbiturate. The night report for June 26 showed that 
another 2 gr. of luminal had been given and that the patient 
had complained of pain in the left arm in the early morning. 
Special injections and special sleeping tablets had been given 
on the next two days with very little effect, it being a 
reasonable inference that the tablets were barbiturates. The 
day report for June 27 said: “ Patient very distressed and 
complaining of severe pain.” Two “ veramon ™ tablets had 
been given which the patient had been unable to swallow 
and 4 gr. of morphia had been given at 11.30 a.m., after 
which the patient had slept. A Dr. Turner had been 
informed of the position. Morphia, + gr., had been given 
every day for the remaining eight days of the patient's stay 
in the hospital. 


Having put the details of the report to the witness, Mr. Law- 
rence said: “ Now, Dr. Douthwaite, she was in that hospital 
under the care of a Dr. Turner and apparently with a consultant 
doctor, Dr. Pemberton, at the early stages ? "—‘ Yes.” 

“ For ten days or thereabouts ? "—* Yes.” 

“With day and night nurses ? "—‘“ Yes.” 

“ From those records of that ten days three things at least are 
clear, are they not: first of all, she was a very ill woman ? "— 

“Secondly, she complained of severe pain ? "—‘ Yes, on 
June 27.” 

“ And thirdly, that after two nights of attempting to give her 
sleep and sedation by barbiturates, the doctor at the hospital 
resorted to morphia ? "—* Yes.” 

*And every night fer the rest of her stay in that hospital 
under those doctors she had morphia ? "—** Yes.” 

The witness pointed out that it was important to remember that 
the barbiturates had been luminal, but agreed that 2 gr. was a 
quite good dose. There was some record of the patient having 
slept after the morphine injections. 

Asked about the stroke which the patient had suffered, he 
confirmed his previous evidence that no doctor should give 
morphine to a patient with a stroke except if a patient had acute 
mania. In such a case there should be one single injection. He 
agreed that, although the doctor in Cheshire had been adopting 
a course of morphine injections night after night, there had been 
no suggestion of acute mania or of the rare condition, the 
thalamic syndrome. 

Mr. Lawrence then asked: “ Does the field of condemnation 
that you are spreading from that witness box extend to include 
Dr. Turner for having given this patient morphia after this 
stroke ? "—“ If that was the treatment for the stroke, yes.” 
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ADVERTISEMENT 


Effective alone 


invincible together 


Here at last is a product you can prescribe with every confidence for broad spectrum therapy with 
minimal toxicity. Penidural-Sulphas is a synergistic combination of reliable benzathine penicillin 
with sulphadiazine, sulphamerazine and sulphadimidine in a special aluminium hydroxide base to 
facilitate higher absorption of the sulphonamides. 


Penidural-Sulphas 


for the combined attack on acute and mixed bacterial infections. 


Supplied as an oral suspension in 50 c.c. bottles and as tablets in bottles of 20. 
Each 5 c.c. (1 large teaspoonful) of suspension and each tablet contain 
150,000 units benzathine penicillin and 0.167 G. of each of the three 


sulphonamides. 


The word ‘Penidural-Sulphas’ is a registered trade mark 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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ANNGUNEING 


trade mark: 


“SONERGAN’ 


TO PROVIDE 
1 general-purpose hypnosis 
2 sedation with anti-emetic ac- 
tivity, especially before and after 
routine operative procedures. 
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“We are left with this, are we not, that three doctors—two 
other doctors who are not in dock on a charge of murder at all, 
two doctors in addition to Dr. Adams—gave, and deliberately 
gave, this particular patient, who had had a stroke, injections of 
morphia, not a single injection but night after night ? "—* Yes, 
the first being given when pain was reported.” 

“ But you can’t shelter behind that, can you ? "—‘I'm not 
trying to shelter behind anything.” 

“ Because the morphia goes on night after night, but, as you 
pointed out just now, there was only one complaint of severe 
pain ? "—* Yes.” 

He agreed that as a general principle only the man on the 
spot with the patient in front of him could judge the full and true 
picture. The general practitioner on the spot had to exercise the 
best judgment he could. 

a Lawrence: “ He has not got to be the perfect physician ? " 
—** No.” 

“—the ideal that is stored up somewhere in Harley Street, has 
he ?""—*“* No.” The patient was not addicted to morphia to any 
degree on leaving the hospital after having nine daily injections 
of 4 gr. morphia. It was possible that a person might become 
addicted in less than a fortnight or three weeks. He agreed that 
the patient's prognosis at that time in terms of expectation of life 
might reasonably be six to twelve months. 

The witness was then shown the list of prescriptions beginning 
on July 7, 1948, at the Esperance Nursing Home, Eastbourne, 
upon her return from Cheshire. They showed that for the next 
12 months the patient’s treatment had included the administra- 
tion of tincture of nux vomica, sodium barbitone, syrup, chloro- 
form water, hyperduric morphia, veramon, a sedative mixture 
containing morphia, sodium bromide, ammonium bromide, and 
chloral hydrate ; vitamin-B ampoules, pethidine tablets, “ allonal ” 
tablets (containing barbiturate with amidopyrine), right up to 
June 13, 1949, when Dr. Harris had been continuing the prescrip- 
tions of morphia and heroin. It was not unreasonable to 
assume, he agreed, that for some months after the stroke the 
patient had been suffering pain somewhere. 


Making Life Bearable 


Heroin, he agreed, had some slight sedative quality, but 
was notably a pain-killer which left the patient in a state of 
euphoria. The first object of a general practitioner's treat- 
ment for what he could reasonably expect to be the remain- 
ing months of Mrs. Morrell’s life would be to try to restore 
her health if possible. The doctor would also try to make 
life as bearable as possible for the patient. He agreed that, 
short of a miracle, no doctor in his senses could think that 
he could restore a woman of 79 or 80 to her pre-stroke 
health after there had been a brain lesion, as indicated in 
Mrs. Morrell’s case ; but making the patient’s life as bearable 
as possible, he said, was a side consideration. 


Mr. Lawrence: “ Well, you say it is a side consideration, but 
let us face it, Dr. Douthwaite, not from the consulting room in 
Harley Street, but let us face it from the angle of the general 
practitioner in the provincial town.”—* Yes, I am quite aware 
of that.” 

“ Nurses in 1950, after the war, were pretty scarce, were they 
not ? Yes.” 

“At a time when nurses are not going to put up with an 
infinity of trouble and difficulty ? "—** True.” 

“If the patient's life is made as bearable as possible for her 
she is in a condition which enables her to be bearably nursed by 
them, then that latter factor redounds in favour of the patient, 
does it not ? Yes.” 

“If she was not up and about in the day-time she would 
get bedridden too soon ? "—*“ Y 

“ And if she did not get sleep, at ‘night she would wear herself 
out with exhaustion ? *—* Yes 

“ Exhaustion would lead to collapse, and with an aged woman 
like that collapse might very well contain the risk of a premature 
death ? "—*“ Yes.” 

“ Now, whatever you may say about the use of these drugs, 
morphia and heroin, the fact is this, is it not, recorded in these 
notebooks: that, broadly speaking, until September, 1950, this 
woman was being got up and about during the day-time? "— 
“Yes, I can’t remember up to what month that was, but I 
naturally accept your word.” 

“So far as sleep was concerned at night, she was having a 
regular routine injection at 8.30 of 4 gr. morphia and 1/3 gr. 
heroin, and during that period she was being assisted further to 
sleep by slight additional doses of barbiturates when neces- 
sary ? Yes.” 


** That is the broad picture ? "—“* Yes, I agree.” 

He agreed that if there was any clotting after an operation it 
started usually in a vein rather than the arteries. In extreme 
cases after strokes such as the patient had had there could be an 
almost completely or perhaps wholly changed personality mani- 
festing itself in behaviour changes. 

Mr. Lawrence: “ Do you agree with me now that before you 
can pass any judgment upon Dr. Adams at any stage of the 
matter in relation to a murder charge it is necessary to try to see 
the picture of his treatment of Mrs. Morrell as a whole right from 
the start ? "—* Yes.” 

“And indeed more than that, to go back, as we have been 
able to go back, to what happened before he took her over ? "— 


The witness agreed that between June, 1949, and August, 
1950, there were indications that efforts were made by Dr. 
Adams to keep the patient on the move during the daytime 
and to encourage her to take an interest in outside events. 


Withdrawal Symptoms 


The witness was then referred to his previous evidence 
that certain symptoms consistent with withdrawal symptoms 
had manifested themselves on the occasions when there had 
been reductions in the drug dosages. Mr. Lawrence said 
at least one instance of a reduction followed by a good 
day, and not withdrawal symptoms, had not been referred 
to. 


“It would be perfectly fair to balance that against what you 
said yesterday in regard to the instances you referred to ? "— 
“ Perfectly fair. Let me make it clear. I did not pick out 
these instances.” 

“Who did ? "—“ My attention was drawn to them by the 
Attorney-General and I agreed; but I had not been through these 
trying to find evidence to support one way or the other. I 
had merely studied them. There may be many other instances 
you can produce like that. I do not doubt it.” 

“Let me understand this. You and I are agreed, I think, 
that we ought, in order to try and find out what is the real truth 
of this case, to look at it as a whole ? "—* Yes.” 

“And not be over-selective and picking out individual bits 
here and there ? "—* Yes.” 

** But trying to take the big view ? "—** Yes.” 

“Do I understand that it was no part of your expectation 
when you went into the box yesterday to give evidence that your 
attention would be drawn to selected instances like this ? "—*'! 
had no doubt it would be.” 

“And you had no doubt what they were to be, had you ? "— 
“ That I am not prepared to say ” 

“You are not prepared to say ? "—‘ That is to say, I was 
not certain what they would be, but I knew they would choose 
some.” 

“ But did you realize that it was not fair to pick out those 
selected instances, that it was not a proper and fair way to put 
it? "—“I did not think it was my duty to point out whether 
it was fair or not.” 

“You agreed yesterday with the expression of opinion that my 
client intended to kill her and killed her ? "—** Yes. I did, and I 
expressed that view in the last few days of September.” 

“I suppose you realize that there is a heavy responsibility on 
any doctor who expresses that view about another ? "—* Yes.” 

* Are you really saying that yesterday you did not think it was 
part of your duty to correct any false impression which was 
made by any part of your evidence ? "—“ If I thought any false 
impression was to be gained from my evidence, I should have 
corrected it at once.” 

“ But drawing attention to one or two selected things and 
ignoring other things was giving a false impression, was it not ? ” 
— Yes, but I realized that you would go through this, or | 
presumed that was the natural course of events, and that it was 
for the two counsel on one side and the other to lead me on to 
express a view on the days when drugs were given, and | thought 
that was my duty.” 

“Do you know there is no burden of proving anything in this 
case, from start to finish, on the defence ? "—* No, I did not 
know that.” 

“If the result of this little discussion is that I may now dis- 
regard altogether that part of your evidence where your attention 
was drawn to those selected instances, may we pass from it ? "— 
“IT am not prepared to say you may disregard it. In so far as 
instances were drawn to my attention on which I was asked 
whether they were consistent with withdrawal or increase of 
drugs, then I meant it.” 
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After the luncheon adjournment Mr. Lawrence continued 
his cross-examination about addiction and withdrawal symp- 
toms. Dr. Douthwaite said that if a patient was obviously 
dying it was ridiculous to worry about addiction. If the 
strong probability was that the patient would not live for 
more than a month or two, and if the drugs were in fact 
indicated for that condition, again one need not worry 
about addiction. If the prognosis was very doubtful as 
regards time, whether it was a matter of six months or five 
years, then addiction should be carried in mind the whole 
time. 

The witness agreed that on the second day on which 
Dr. Adams was carrying out his “ murderous” intent the 
night nurse, on his instructions using her discretion, had 
given an injection which contained atropine—an antidote to 
morphia. However, it was an extremely weak antidote and 
the usual reason for giving it with morphine was to reduce 
mucus in the throat or lungs. 


Last Days of Life 


Dr. Douthwaite was recalled on Friday morning, March 
29, for the resumption of cross-examination by Mr. Law- 
rence. Counsel took the witness through an analysis of the 
treatment given to the patient during the last few days of 
her life. 


Mr. Lawrence: “ Now just let us pause there. That has 
brought us to the night of Friday to the Saturday. If, as | am 
postulating, the doctor wanted to give as peaceful and helpful 
nights as possible for this patient at this stage in her illness, he 
was not doing too badly so far, was he, on those two nights ? " 
~—“ He certainly obtained some sleep.” 

On the Saturday the doctor had varied the treatment from 
heroin hourly to “ Patient may have 4 gr. morphia with } gr. 
heroin hourly if necessary The subsequent record showed that 
the patient had not received anything like that dosage in fact. 
There had been no morning injection, the patient having been 
asleep when the doctor had called; the 4 and 4 had been given 
at i p.m., another injection in the afternoon ; the patient had been 
quiet until 4.30, then became restless and excited, and had re- 
ceived another 4 and 4 at 4.45. There had been no sleep since 
12.30 midday. In the evening the doctor gave | gr. each of 
morphia and heroin. The patient then slept from 7.30 to 10 p.m. 
At 10.45 Dr. Adams gave 4 gr. heroin and } gr. morphia injec- 
tion, a reduction by half of the previous injection. The nurse 
gave injections at | a.m., 2 a.m., 3.40 a.m., of | gr. heroin and 
$4 gr. morphia, 4 and 4, and 1 gr. heroin respectively, but the 
nurse had recorded “no sleep.’ On the last complete day of 
her life, Sunday, November 12, she received a special injection 
from the doctor at 11.15 a.m. and slept for two hours, at 2.35 
she had $ gr. hyperduric morphine and 4 gr. heroin from the 
nurse, the same injection being repeated at $5.25. It seemed from 
the records that on that last day the drugs were no longer pro- 
ducing sedation and sleep. At 7.30 Dr. Adams had given an intra- 
muscular injection of 2 c.c. paraldehyde with no apparent effects 
At 10.30 Dr. Adams injected paraldehyde 5 c.c The re- 
maining entries were: “ 11.30, very restless; 12.30, restless and 
talkative, and very shaky; 12.45, seems a little quicter, appears 
asleep; respiration 50; 2 a.m., passed away quietly.” 

Dr. Douthwaite said: “In these last few days, in my view, 
there was a steady accumulation of morphia and heroin in the 
body, because this woman—and I think it is common ground 
was dying and therefore all the natural functions were depressed. 
Therefore, the effect of these drugs was slowed down.” If Dr 
Adams had allowed for that accumulation it would not have 
been necessary in the last two or three days to keep up more 
than a minute quantity. 

Summarizing his questions, Mr. Lawrence then said: “I am 
not inviting a Harley-street opinion upon the skill as a doctor of 
a general practitioner, but after that rehearsal I have put before 
you—I know what your opinion has been over these last days 

I want you to consider this. At least it is a possible alternative 
view on these reports, is it not, that this general practitioner was 
following a consistent course with these drugs to produce the 
results which it was his duty to produce, and that when he found 
he could not do it on the last day and night he tried to turn to 
something else ?"—“* Yes. He produced what he wanted to 
produce, or the result that he wanted to produce.” 

“ That is sleep and sedation and the avoidance of restlessness 
and excitability ? "—“ Yes, certainly the avoidance of restless- 
ness, and sleep.” 


Re-examined by the Attorney-General, Dr. Douthwaite 
agreed that if the whole or the major part of the heroin 
and morphine prescribed between November 8 and 12 had 
been administered to Mrs. Morrell it would have caused 
death. ’ 

The Attorney-General: “Is there any evidence that you have 
heard in this case, apart from the stroke, to indicate that apart 
from being an old lady Mrs. Morrell was suffering from any 
physical degenerative condition ? "—** No.” 

“ Which called for morphia ? "—‘“ No. I think really * physi- 
cal degenerative condition " must be interpreted as the degenera- 
tion natural to old age, in which case the answer is that morphine 
should not be given.” 

Counsel then took the witness through the nurses’ records from 
November 9 to 13 and the witness agreed that the general effect 
was that the patient had had adequate sleep during that time and 
that there was no justification for heavy drugging during the day- 
time. The normal sleeping hours of a bedridden lady of 81 
would vary between five and six per night. 

Mr. Justice Devlin: “ Dr. Douthwaite, how far has this sleep 
been secured by the increase in the dosage of drugs ? "—"I 
was wondering the same thing, my lord. I have no doubt that 
it played a part.” 

The Attorney-General: “ So far, at any rate, is there any short- 
age of sleep at night time apparent such as would justify pro- 
curing drugged sleep at all costs in the daytime ? "—‘“ No, there 
is not.” 

The Attorney-General concluded: “ Has anything been said in 
this court, any evidence you have heard, affected your opinion 
as to the cause of death to Mrs. Morrell ? "—*“ No.” 

“To what do you attribute her death? "—“To drugs, 
morphia and heroin, possibly assisted by paraldehyde. In the 
absence of paraldehyde, in my opinion, morphia and heroin 
administered in the last few days would have killed her.” 


Judge’s Questions 
Mr. Justice Devlin then put a number of questions to the 
witness. He said: 


“ Dr. Douthwaite, I want your help, and it may be to a quite 
considerable extent. In due course I expect I shall direct the 
jury that before they can convict an accused they must be satis- 
fied that he committed an act of murder, and that means, in 
the circumstances of this case, that he either administered the 
drugs himself, intending them to kill her, or he gave directions 
or instructions to the nurses which he hoped and intended, if 
carried out, would kill the patient, Mrs. Morrell. I should like 
you, if your would, to help me by directing your general evidence 
to each of those individual acts. Your evidence covers the 
period from November 8 to 13 for this purpose, and during that 
period I think I am right in saying that Dr. Adams paid Mrs. 
Morrell 17 visits "—‘ Yes.” 

“And on all or most of those occasions he cither adminis- 
tered drugs himself or he left directions for the nurses as to 
what they should do ? ’—** Yes, my lord.” 

“ If the case for the Crown is right, then one or more of those 
acts amounted to murder. I should like to be able, when the 
time comes, to direct the jury, or assist the jury, by pointing 
out to them precisely what in relation to each act it is that 
forces you, as you put it in your own words, to postulate that 
murder was being committed, or attempted.” 

The Judge reminded the witness that the first of the 17 visits 
mentioned had been at 7.40 p.m. on November 7, when #4 gr. 
morphine and 4 gr. heroin had been given, an increase of 4 gr. 
of morphine. “ Are you forced to postulate murder in relation 
to that dose ? —‘* Not that single dose, my lord.” 

“Do you mean that you might be forced to postulate it in 
relation to the doses that come after ?""—*‘‘In the first place, 
the doses which had gone before, and, to be exact, the doses 
which were not given of morphia, from the Ist to the 5th, 
when only heroin was given—I think those dates are right—by 
withdrawing morphia for 5 days in a woman who had been 
having it regularly, it would have diminished any likelihood of 
producing a comfortable sleep by virtue of the morphine if the 
morphine was capable of producing sleep after she had received 
it for so many months. Furthermore, the tolerance to the 
morphine, which certainly was acquired, although not a great 
tolerance because it was not a high dose, would fairly rapidly 
diminish, and at the end of 5 days, although I am not suggesting 
the tolerance would have disappeared, it would have been re- 
duced. That was my first point—to draw your lordship’s atten- 
tion to the 8th, at what I regarded as rather a critical date, 
because that morphine withdrawal was not replaced by any 
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adequate substituic In other words, she was deprived of a 
drug to which she had become accustomed and lost some of 
her tolerance. Then it was returned, and on the 6th we get a 
small dose, a } of morphine, which would be more effective 
now because some of the tolerance had been lost. On the 
7th it jumps to 14 of morphine from 4, a big jump, and on the 
Sth it goes to 2 I wondered what was a possible reason for 
stopping this morphine, and that is why I didn’t make up my 
mind on the probable desire to terminate her life until I saw the 
substitution was returned on the 6th followed by a rapid increase. 
together with large doses of heroin. For that I could not find 
any explanation Because clearly this was not an attempt, or 
it seemed to me, this was not an attempt to wean her from 
her drug addiction on late realization of what was happening 
If it had been so, why should not the heroin, which all doctors 
know is a more dangerous drug, had been reduced first rather 
than the morphine ? Then, to complete the answer to your lord- 
ship’s question, my conclusions after that were based on the 
rather rapidly mounting doses of the last few days.” 

“Are you saying that morphine was deliberately withheld in 
order that it might be reintroduced ? "—* That is how it appears 
to me, my lord, because J can see no other reason for it. There 
was no attempt at substitution.” 

The witness went on to say that the variation in drugs sug- 
gested by defending counsel amounted to variation without sub- 
stitution 

The Judge : “ When you are dealing with another doctor, the 
very last thing you think of normally is murder ? "—* Yes.” 

“ You explore every other possible hypothesis and reject it and 
Say it cannot be sustained before you come to the conclusion 
that it is murder ? "—* Yes.” 

Dr. Douthwaite agreed he had criticized Dr 
ment as being wrong. 

Mr. Justice Devlin : “* He embarked on a wrong line of treat- 
ment from the very beginning ? "—‘* In my opinion he did.” 

“But murder is not suggested as an explanation of that ?” 

“No, my lord.” 

After further questions on the doses of morphine and heroin 
the Judge then asked about the injection of paraldehyde on the 
fifteenth visit : 

“T think you said at one time that it made her death more 
certain, if it was not already certain ? “—** Yes, my lord.” 

“ Well, was it in your view certain already ? "—‘* It was.” 

“In a matter of days ? "—** Yes, my lord.” 

‘Is it your view, then, that paraldehyde was given to accel- 
erate it ? "—‘ Yes, my lord.” 

“And would have that effect ? “— 
effect.” 

‘But again you are forced to draw the conclusion that Dr. 
Adams gave the paraldehyde because he was tired of waiting 
for the heroin to take effect, to bring about a quick and im- 
mediate result ? "—‘* Yes, my lord.” 

* That is the conclusion you draw medically ? “— 
lord.” 

“Would 2 c.c. be enough for that purpose ?"—‘* No, my 
lord. 2 c.c. is a small dose and I would not be prepared to say 
that 2 c.c. would make any difference, even though she was 
heavily drugged, and, in my opinion, suffering from obvious 
signs at least of heroin poisoning.” 

“So that medically you cannot find any reason for the 2 c.c. 
dose ? "—** No, my lord. It occurs to me that it may well be 
that he tried to mask those conclusions. . . .” 

“ For a quite innocent purpose ? "—" It could be fof a quite 
innocent purpose.” 

“And it could not have been for a wicked purpose ? "— 
“2 ec. no. I do not regard the administration of 2 c.c. as in 
any way sinister or of any significance.” 

*But § cc. ? 5 c.c., that brings in the probability of a 
further depression of this respiratory centre which now must 
have been (if I may use the term) on its last legs.” 

“Do you find yourself forced to postulate that the 5 c.c. of 
paraldehyde was given to kill ? "—** Yes, I do, my lord.” 

“ Although 2 c.c. was not given to kill, and could have been 
given for an innocent purpose ? "’—** It could have been given 
for an innocent purpose.” 

“ But you find yourself forced to exclude the possibility that 
the 5 c.c. might have been given for an innocent purpose ? '’— 
“T do, my lord.” 

“Why ? "—* Because it would necessarily—and I think a 
doctor must know it—have aided or accelerated death from this 
heroin depression of the respiratory centre. 2 c.c. is too small 
to produce that effect.” 

“What about 3 c.c.?"—“3 c.c., it might. We are getting 
up to ae a. Late where it is getting dangerous on this picture. 

wf “Yes, decidedly dangerous, my lord.” 


Adam's treat- 


“And would have that 


“ Yes, my 


* So if the dose had been 3 cc 
it was for the same innocent purpose as the 2 cc 
might have, yes 

“ And might have been in the circumstances quite the correct 
thing to do ? "—** No, my ae 

*To stop convulsions ?"—*“ No. I hope I haven't suggested 
that if the treatment was just to stop the convulsions that was 
a suitable thing to do, because the only way 

you have not suggested it. | was putting the question 
to you. You said it could have been done for an innocent 
purpose, but you certainly never sugg ested that it was the nght 
thing to do.”—** Thank you, my lord 

* But i could have been done for 
“It could have been done.” 

“ And 3 c.c. could have been done for an innocent purpose ? 

Conceivably, yes.” 

* But 60°, more means murder 

* Does it matter really, then, in your view, whether the second 
injection of paraldehyde, about which there has been a lot ol 
dispute, was or was not given ?"—* No, it doesn't affect my 
view 

The witness said that if there had been a post-mortem on the 
body the quantities of heroin and morphia in her would have 
been detected, he believed with reasonably certain accuracy. He 
preferred not to express an opinion on how long those traces 
would be detectable; most of it would be detected in a matter 
of some weeks, but it might be much longer. 

After Dr. Douthwaite left the witness-box Mr. Thomas 
Reid was recalled to produce and explain a graph of the 
dosages as shown by the nurses’ reports on the same basis 
as graphs to be produced by Dr. Ashby. After he had 
explained these and been subjected to a limited cross- 
examination by Mr. Lawrence, the witness withdrew and 
was replaced by Dr. Michael George Corbett Ashby, who 
said he practised from 148, Harley Street. His qualifications 
included M.B., B.Ch., M.R.C.P. He had at one time been 
medical registrar to Sir Russell Brain, was appointed to 
consultant status in 1949, since when he had been neuro- 
logist to the Whittington Hospital and to five other hospi- 
tals in north-west London. His task was to produce certain 
graphs which he had prepared based on the record of 
prescriptions. 

The Attorney-General put to the witness that it was 
common ground that morphine and heroin were dangerous 
drugs. Dr. Ashby assented, but Mr. Lawrence denied that 
it was common ground. 

The Attorney-General: “ They are dangerous drugs under the 
Dangerous Drugs Act, at any rate ? "—* Yes.” 

“Are you aware of any reason for prescribing morphia and 
heroin for a patient if they are not intended to be used on that 
patient ? "—‘‘ 1 can think of no legitimate reason.” 

Before the court rose Mr. Justice Devlin told Mr. Law- 
rence that he would consider any application for the recall 
and further cross-examination of Dr. Douthwaite in view 
of that witness's last answer to his lordship. 


Theory of Murder 


On Monday, April 1, Dr. Douthwaite was recalled, at the 
resumption of the hearing, on the application of Mr. Law- 
rence, who proceeded to further cross-examination. 

He suggested that the witness's “theory of murder” was 
made up of two limbs—first, that Dr. Adams had withdrawn 
the morphine on October 31, 1950, for a time in order to 
reduce to an appreciable degree her tolerance to it; 
secondly, that, having reduced the tolerance, he had re- 
introduced morphine on November 6 and thereafter gave 
increased doses of it in conjunction with heroin in order to 
bring about a fatal result. Dr. Douthwaite accepted that 
the two limbs were mutually interdependent. He agreed 
that, looking at the picture as a whole, there had been an 
increase of drugs in the last fortnight right up to the time 
when they had been abandoned and paraldehyde used, but 
maintained that the picture of such a dosage, even in the 
case of a patient with inoperable cancer, would have been 
one suggesting a desire to terminate life. 

“It would be quite impossible to say from the picture of the 
dosage alone that it was a case of murder with intent to kill ? ” 
—If leading to the death of a patient suffering from pain is 
precisely the same thing as murder—and that is not for me to 
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say—I think it would.” He agreed it would not be so if the 
dosage of the last few days were considered isolated from all the 
previous weeks of drugs accumulating. 

“You would not be forced or driven to go into the witness- 
box and say that the general practitioner who followed that 
course in that case was a murderer, would you ? "—“I would 
say that faced with a woman in terrible pain he was giving large 
doses of drugs and those doses of drugs, as set out here, would 
have caused death.” 

“You would not say that in those circumstances you were 
forced to say that that general practitioner was a murderer ? ™ 
“No.” 

The Judge: “ Would you say you were forced to conclude he 
intended to kill ? "—‘ Yes, my lord. Earlier on, when I was 
asked what my conclusions were from these drugs, I deliberately 
said my conclusions were that they were given to terminate life. | 
said that deliberately because I don’t know, it’s not my business 
to know, whether that is synonymous with murder. I never 
introduced the word ‘murder’ myself, but learned counsel did 
so, and I take it he meant that was synonymous. In fact | 
thought he obviously wouldn't deceive me. I was giving that 
opinion on these drugs administered to an old woman who was 
not in agonizing pain.” 

The Judge said he was anxious that there should not be intro- 
duced any questions which might be partly questions of law. It 
might be, as a matter of law, and it might be, as a matter of 
medical practice, that if a doctor gave drugs knowing that they 
would shorten life but gave them because they were necessary to 
relieve pain he was not committing murder. 

Mr. Lawrence: “ Postulating that this is not a case of extreme 
pain, or inoperable cancer, but is a case of the terminal stages 
of senile disintegration with the brain affected by a long-standing 
arteriosclerotic condition, and postulating that in the last days 
that patient was suffering acute distress, a lack of sleep, if a 
doctor were to give the level of drugs indicated in those nurses’ 
reports over the last days, can you imagine that he would be 
dealing with it in the same way as the general practitioner who 
was dealing in the same way with the acute pains of the final 
stages of cancer ? "—* No.” 

“Why not ? "—* Because there is a profound difference be- 
tween the acute pains of inoperable cancer and the terminal 
pains of arteriosclerosis.” 


The witness denied that his theory in relation to the with- 
holding of the morphine for five days in the last fortnight 
of the patient’s life was an afterthought, but agreed that it 
had occurred to him after he had first given evidence at the 
trial. 

Towards the end of his further cross-examination Mr. 
Lawrence summarized his questions in this form: 


“ The picture, then, as a whole, is this: a doctor who begins 
the medication of his patient in a totally wrong way ? "—* Yes.” 

“Due not to any intention to kill but, I suppose, to ignor- 
ance or stupidity, or something of that kind ? "—* Have I said 
that ? I must start thinking again.” 

“If you do not want to be asked about it I will not press it.” 
—** Well, I think if I give the answer it will not be helpful to 
you, and I would rather not be pressed on it in that case.” 

“Very well then. He starts with a wrong type of medica- 
tion ? Yes.” 

“It is clear that he goes on with that for years ? "—*“ Yes.” 

“It is clear—we are all agreed about this—that the woman 
was in the terminal stages of her life in this last fortnight ? "— 
Yes.” 

“ Dying anyhow ? Dying anyhow ? 

“She was dying ? “—* Well, she was dying.” 

Mr. Justice Devlin: “Do you mean she was dying before 
November 1? "—* Yes, my lord.” 

Mr. Lawrence: “If what we read in the day report of Octo- 
ber 9 is right, where the nurse rang up Dr. Adams and he diag- 
nosed a possible further stroke, if that was in fact another stroke, 
to some degree, that would certainly bring the final end of her 
life nearer, would it not ? "—* Yes, I think it would.” A second 
stroke would make the prognosis worse. 

“ The truth of all this matter is this, Dr. Douthwaite, that you 
first of all gave evidence on one basis to support a charge of 
murder and then thought of something else after you had 
started ? "——“ That is quite likely. In fact, I think it is prob- 
able. I had been turning it over in my mind, but at what time it 
crystallized and became clear I do not know.” 

“ Yes, I think we understand that; but that is your personal 
view, is it not ? “—** Yes.” 

“You can conceive it quite possible, can you not, that a 
reasonably minded physician of equal eminence, if I may say 
so, might by no means find it necessary to postulate an intention 


to terminate life on the basis of the same evidence as you 
have ? "—* Certainly. I have always agreed that there would 
be contra-medical opinion. | am expecting it.” 


Accumulation of Drugs 


After further questions from the Attorney-General the 
Judge asked Dr. Douthwaite: 


“ Do I understand this to be right: first, that no single injec- 
tion given by itself was large enough to drive you to postulate 
as a medical man that there was an intent to kill by that injec- 
tion ? "—“ That is true, yes.” 

“ Secondly, that no instructions that were given to the nurses 
were such as to drive you to that conclusion, by those instruc- 
tions alone ? "’—“ I agree, my lord. I mean there were none.” 

** By those instructions alone Dr. Adams intended to kill ? "— 
“ There was no indication that by those instructions alone Dr. 
Adams intended to kill.” 

“ Whether the intent to kill was formulated first at the end of 
October or the beginning of November or whether it was formu- 
lated first on November 8, it depends on what has been called 
the accumulation theory ? "—‘* The production of death ? ” 

“Your inference thaf there was an intent to kill depends on 
the attribution by you to Dr. Adams of the knowledge that a 
single drug, not dangerous in itself, would be lethal because of 
the accumulation of drugs already in the body ? "—"* Yes, my 
lord.” 

“And that is so, as I say, whether one starts with an intent 
to kill on November | or whether it is November 8 ? "—* Yes, 
my lord.” 

“That knowledge and the attribution of that Knowledge to 
Dr. Adams is essential in both cases ? "—‘* Yes, my lord.” 

By his last answer to Mr. Lawrence, said the witness, he had 
meant that doctors of skill frequently disagreed and he would 
be surprised if some eminent doctor did not disagree with him 
on some points. 

“On this particular point, if another doctor were to say he 
disagreed entirely with your views about accumulation, would 
that be a genuine skilled view to the contrary ? "—‘I can only 
say I would be astonished if he does. I certainly could not agree 
with him. I really would be astonished if he said that.” 

A view contrary to his own on the subject of accumulation, 
due to error, ignorance, or incompetence, could, however, be 
honestly held by another doctor. But he postulated an intent 
to kill because he was unable to conceive of a man with Dr. 
Adams's qualifications and special knowledge of drugs having 
such ignorance or being ignorant of drugs of that sort. In the 
case of a general practitioner the patient's death might be due 
to error, ignorance, or incompetence on the doctor's part, but in 
the case of a general practitioner with anaesthetist’s qualifica- 
tions such as Dr. Adams had it could not be due to such things. 

The Judge: “It must follow, must it not, that if Dr. Adams 
were to go into the witness-box and say, ‘1 disagree entirely with 
this view,’ he would be guilty of perjury, would he not? He 
would be saying he held a view that in your opinion he could not 
possibly hold ? "—** You have put to me a very difficult point, 
my lord. If he went into the box and said he did not agree with 
the opinion I have given...” 

“On the accumulation theory ?"—‘ On the accumulation 
theory, he would then be suggesting that he had not knowledge 
of it.” 

“ Your answer would be, leaving out perjury, that he could not 
honestly say that ? "—* Yes.” 

“That is getting near to perjury—he cannot honestly say 
that ? "—* That I believe.” 

“ If any other doctor with Dr. Adams's qualifications goes into 
the witness-box and says the same, your answer would be the 
same, would it not—that he could not honestly say that ? "— 
“ That would be my answer, yes.” 

“ Then it does not leave any room on this matter of accumula- 
tion for any view to the contrary which is based on error, ignor- 
ance, or incompetence ? "—* No.” 

He told the judge that if he had seen the patient in October, 
1950, he would have expected her to live only for a matter of a 
few weeks, probably not more than two months. 

“If one were to take the lower estimate of that, is Dr. Adams 
saying to himself, ‘ She can only live for, let me say, three weeks 
anyway ?” He would be embarking on a course on November | 
that in fact took thirteen days to bring about her death and 
which probably he would have estimated would take about 
thirteen days, since he had to withdraw the morphia, reintroduce 
it, and step it up to overcome the tolerance ? "—** He might well 
have, my lord.” 

Dr. Douthwaite then left the box. 
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for peptic ulcer therapy 


NOW IN 
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and 
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KOLANTYL GEL 


| EACH TABLET OR 10 C.C. OF GEL 


For cases where a liquid preparation is 


| CONTAINS 
preferred, ‘Kolantyl’ is available in a palatable, ‘Merbenty!" (diethylaminocarbethomybicyclohexy! = 
easily-administered fluid form as ot 
‘Kolantyl’ Gel. This is particularly acceptable 100 me. 
when taken in milk. Like the tablets, wesaes ‘ 
‘Kolantyl’ Gel contains balanced antacids, tout ate water 
a spasmolytic agent, a demulcent and In severe cases 2 tablets every 3 hours. 
an antilysozyme and antipeptic agent— 
in one economic product. 


ok NOW 6/6 & 30/4 BASIC N.S. COST 


KOLANTYL TABLETS & GEL 


complete convenient and economical peptic ulcer therapy 


distributed in the United Kingdom & Irish Republic by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
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And this is how to do it. The words 

“ELASTIC NET STOCKINGS” must be written on 
the E.C.10 to obtain Lastonet stockings for 
supply under the National Health Service. 
The quantity required and whether thigh 

or knee length should also be included. 

The correct wording is important to ensure 
Lastonet stockings which are made only to 
«ndividual measures and so ensure a perfect fit. 


ELASTIC 
NET STOCKINGS 


IN NYLON OR COTTON 


LASTONET PRODUCTS LTD., CARN ®REA. REDRUTH. CORNWALL 


A Superior Buffered Analgesic 


' ALASIL TABLETS—the improved form of salicylate medication—provide 
the efficient analgesia expected from their content of aspirin. Their superior 


~ 
J 


acceptability derives from their content of a reliable buffer which minimizes the 


Ny tendency to gastric irritation sometimes caused by the use of aspirin alone. 
pet * Alasii’’ is an advanced sedative and antipyretic; it 
F does not tend to induce gastric irritation; because of 
’ Advanta es its high tolerability, it may be used for long-term ALASIL 
. g administration even to those with sensitive stomachs, JUVENILE 
$ and to children. 
TABLETS 
Alasil’ Tablets contain the recognized antacid cor- tf 
rective, ‘ Alocol’ (Colloidal Aluminium Hydroxide), Juvenile 
> which permits their sedative principle, acetylsalicylic ‘adiets specially 
sy acid, to exert its action with minimal risk of side- sized for child- 
effects. ren, and neither 


coloured nor 


Symptomatic pain generally; rheumatism, fibrositis, voured, are 

| Indications | lumbago, dysmenorrhoea ; dental pain. in tubes 

TO PHARMACISTS (P.T. exempt for dispensing) bearing dosage- 

) k Pri Standard size: 1,000 in 250 bottles. 30 8. for-age instruc- 
acks& Juvenile’ size: 375, 66; 750, 11.3; 1,500, 21/6 tions. 


Alasil 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR STREET, LONDON W.1. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending March 16 
(No. 11) and corresponding week 1956. 

Figures of cuses are for the countries shown and London administrative 


county Figures of deaths and births are for the 160 great towns in 
England ang Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ircland. 


and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and kire. the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire 


CASES 1987 1956 
and London isi 

Diphtheria 3 o of 3 
Dysentery 1,416 661 345 71 2.133 270 174) 3 
Encephalitis, acute | 2 0 0 2 1 0 
Enter tever | 

Typhoid ‘ 4 1 0 1 0 0 

Paratyphoid | 4 0 0 0 2 22(B)! 
Food-poisoning 164 20 17) 12) | 

— — 
infective enteritis or | 

diarrhoea under | } 

2 years .. 1 19 8 5 
Measles * 124,825 1832, $98 464 339] 2,893) 56 166, 38 184 
Meningococcal in- ! 

fection | 29 17 54 6) 16 2 
Ophthalmia neona- 

torum . 37 3 6 1 38; 0 0 
Pneumoniat 770 $4 284 13 13] 52 228 22 15 

Non-paralytic is) a} up 3 
Puerperal fever § 230 2 10 2 274) 37 
Scarlet fever 93S 74 88 18] 889] 49 89 30 21 
Tuberculosis: | | 

Respiratory 676 101; 99, 18 680, 84' 130, 21 

Non-respiratory | 89 18 § 102} 13, 13) 
Whooping-cough. 3,180, 149 299 St] 1,329, 70 145 72 118 

1987 1956 
id 
in Great Towns | | | = | eles 
(S'S 
Diphtheria 0 0 1 
Dysentery 0 0 0, 0 0 
Encephalitis, acute | 0 0 
Entericfever .. | 0 0 io ae 
Infective enteritis or | 

2 years 10 Of OF O 
Influenza .. | wis 3 
Meningococcal in- 

fection .. | 0 0 
Pneumonia... | Si, 29 10] 419| S® 22) 6 
Poliomyelitis, acute| 2 0 | 0 
Scarlet fever... | 0 o 0 0 
Tuberculosis: i } 

Respiratory .. { il 8 3} 6 } { 12 3 2 2 

Whooping-cough.. > 0 0 i e 
Deaths 0-1 year .. | 249 32) 36, 15) 13] 261) 29, 28) 12) 14 
Deaths (excluding 

stillbirths) | 6,049 917 619 151 236] 6,937 1015 598 161 204 
LIVE BIRTHS .. | 8,370 1280 1025) 261| 384] 8,221 1254) 983) 225) 328 
STILLBIRTHS .| 22, 23) 219; 23) 22. 


* Measles not notifiable in Scotland, whence returns are approximats. 
Includes primary and influenzal pneumonia 
© Includes puerperal pyrexia. 


Vital Statistics 


Industrial Accidents and Diseases 


The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in February was 102, 
compared with 85 in the previous month and 106 in 
February, 1956. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during February, 1957, were as follows : 
lead poisoning 1, epitheliomatous ulceration 6, chrome 
ulceration 2; total 9. There was one death from epithelio- 
matous ulceration due to mineral oil.—Ministry of Labour 
Gazette, March, 1957. 


Deaths from Accidents 


In England and Wales in the month of January 1,280 
deaths from accidents were registered. These included 667 
home accidents, 385 road accidents, 50 other transport acci- 
dents, and 178 other accidents. These figures, and the 
numbers of deaths in broad age groups, are in a new table, 
to appear monthly, in the Registrar-General’s Weekly 
Return, No. 12. 


Infectious Diseases 


The largest fluctuations in the notifications of infectious 
diseases in England and Wales during the week ending 
March 16 were increases of 202 for dysentery, from 1,214 
to 1,416, 185 for whooping-cough, from 2,995 to 3,180, and 
98 for scarlet fever, from 837 to 935. 

The notifications of measles numbered 24,825, 12 fewer 
than in the preceding week ; the largest variations in the 
local returns were increases of 276 in Lancashire, from 3,951 
to 4,227, 212 in Nottinghamshire, from 306 to 518, 158 in 
Cumberland, from 461 to 619, 128 in Glamorganshire, from 
249 to 377, and 119 in Surrey, from 1,400 to 1,519, and 
decreases of 393 in London, from 2,225 to 1,832, 268 in 
Essex, from 1,912 to 1,644, 144 in Durham, from 1,511 
to 1,367, 126 in Yorkshire North Riding, from 375 to 249, 
119 in Cheshire, from 912 to 793, and 114 in Gloucestershire, 
from 437 to 323. A small rise in the incidence of scarlet 
fever occurred in most areas ; the largest was 20 in London, 
from 54 to 74. The largest increases in the notifications of 
whooping-cough were 54 in Lancashire, from 221 to 275, 
and 41 in Hertfordshire, from 62 to 103 ; the largest decrease 
was 40 in London, from 189 to 149. 3 cases of diphtheria 
were notified, being 3 fewer than in the preceding week. 

38 cases of acute poliomyelitis were notified, and these 
were 3 fewer for paralytic and 8 more for non-paralytic cases 
than in the preceding week. The largest returns were Hert- 
fordshire 9 (Barnet U.D. 5, Stevenage U.D. 2), London 6 
(Wandsworth 3, Lewisham 2), and Lancashire 4. 

The rise in the number of notifications of dysentery was 
due to an increased incidence in established outbreaks rather 
than to new outbreaks ; the largest rise was 98 in Yorkshire 
West Riding. The chief centres of infection during the week 
were Yorkshire West Riding 333 (Rotherham C.B. 98, Shef- 
field C.B. 54, York C.B. 40, Leeds C.B. 32, Worsborough 
U.D. 26, Bradford C.B. 18, Wakefield C.B. 17, Wetherby 
R.D. 12), Lancashire 170 (Blackburn C.B. 25, Ashton under 
Lyne M.B. 19, Stretford M.B. 16, Urmston U.D. 15, Liver- 
pool C.B. 15, Kirkham U.D. 10), Surrey 82 (Surbiton M.B. 
32, Hambledon R.D. 17), Kent 80 (Deal M.B. 59, Chisle- 
hurst and Sidcup U.D. 12), Bedfordshire 77 (Luton M.B. 58), 
Middlesex 71 (Enfield M.B. 30, Hayes and Harlington U.D. 
23), London 66 (Islington 13, Hackney 11), Durham 65 
(Blaydon U.D. 16, South Shields C.B. 14, Stanley U.D. 11, 
Gateshead C.B. 10), Warwickshire 59 (Coventry C.B. 29, 
Birmingham C.B. 19), Hertfordshire 41 (Welwyn Garden 
City U.D. 38), Nottinghamshire 38 (Basford R.D. 16), 
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Northumberland 34 (Blyth M.B. 17, Newcastle upon Tyne 
C.B. 15), Cheshire 30 (Hyde M.B. 9), Berkshire 26 (Reading 
C.B. 25), Essex 26 (Thurrock U.D, 13), Staffordshire 25, 
Yorkshire North Riding 23 (Middlesbrough C.B. 23), 
Carmarthenshire 23 (Llanelly R.D. 14), and Oxfordshire 21. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
years 1948-56 are shown thus ------ , the figures for 1957 
thus ————. Except for the curves showing notifications in 
1957, the graphs were prepared at the Department of Medical 
Statistics and Epidemiology, London School of Hygiene and 
Tropical Medicine. 
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Week Ending March 23 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 822, 
whooping-cough 2,932, diphtheria 3, measles 27,179, acute 
pneumonia 695, acute poliomyelitis 37, dysentery 1,317, 
paratyphoid fever 3, and typhoid fever |. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


Dr. F. G. Hobson has been appointed to the council of St. Luke's 
Homes, Ltd., for four years from February 18, 1957. 


In Congregation on March 2 the following degrees were con- 
ferred : 


D.M.—M. G. Ellis, M. A. Peyman, Sabine J. Strich. 
B.M.—D. H. G. Ogg. 


UNIVERSITY OF CAMBRIDGE 


Dr. C. C. D. Shute, University Lecturer in Anatomy, has been 
elected into a Josephine Rebecca Wolf Fellowship at Christ's 
College. 

In Congregation on February 9 the degree of M.B. was con- 
ferred on A. C. Fernando (by proxy) and on T. Buchan. 

C. H. Kinder, R. B. McGrigor, and C. H. Talbot have been 
approved at the examination for the degree of M.Chir. 


UNIVERSITY OF LONDON 


The following have been reappointed representatives of the Uni- 
versity on the governing bodies of the institutions indicated in 
parentheses: Sir Francis Fraser (Board of Management of the 
London School of Hygiene and Tropical Medicine); Professor 
A. A. Moncrieff, Professor J. Z. Young, F.R.S., and Mr. R. C. 
Davenport (Court of Governors of the London School of Hygiene 
and Tropical Medicine); Professor G. R. Cameron, F.R.S. (Royal 
Veterinary College). 

The following have been recognized as teachers of the Univer- 
sity in the subjects indicated in parentheses: Institute of 
Psychiatry, Dr. B. G. C. Ackner and Dr. W. L. LI. Rees (Mental 
Diseases). University College Hospital Medical School, Dr. W. B. 
Balderston (Dental Surgery). St. George’s Hospital Medical 
School, Dr. G. R. F. Hilson (Pathology). Jnstitute of Diseases 
of the Chest, Dr. K. F. W. Hinson (Pathology); Dr. J. R. May 
and Dr. R. W. Riddell (Bacteriology). Postgraduate Medical 
School of London, Dr. J. P. Payne (Anaesthetics), Dr. R. E. 
Steiner (Radiology), and Dr. I. D. P. Wootton (Pathology 
(Chemical Pathology) ). London Hospital Medical College, Mr. 
G. C. Tresidder (Surgery). Guy's Hospital Medical School, Dr. 
G. R. Webster (Pathology (Chemical Pathology)). Dr. G. W. 
Garland has been granted probationary recognition for two years 
from November, 1956, as a teacher of obstetrics and gynaecology 
at St. Thomas's Hospital Medical School. 
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Medical News 


“Food and Health.”—World Health Day is celebrated 
annually on April 7 to commemorate the foundation of the 
World Health Organization in 1948. This year the theme 
is “ Food and Health,” and the Food and Agriculture Organ- 
ization is joining W.H.O. as co-sponsor. Special messages 
for the day have been prepared by the two directors-general. 
Dr. M. G. Canpau, director-general of W.H.O., writes: 
“ Without enough of the right kinds of food nobody can be 
healthy. This simple truth holds the explanation of much 
of the misery from which mankind suffers. A vicious circle 
has arisen—poor health impairs productive capacity, low 
production of foodstuffs brings under-nutrition, more sick- 
ness, and less productive power. Health means more than 
simply the absence of disease and infirmity, and enough food 
does not mean just sufficient to maintain life.” Mr. B. R. 
SEN, director-general of F.A.O., states: “We can legiti- 
mately hope that we have seen the last of famine. The 
existence of reserve stocks of food, modern transport facili- 
ties, and experience in famine relief are among the safe- 
guards at our disposal, and any recurrence of famine and its 
tragic consequences on a large scale would be a disgrace to 
humanity.” 


Sir Geoffrey Keynes.—At its recent meeting the Osler 
Club presented Sir Georrrey Keynes with a drawing of 
himself on the occasion of his 70th birthday. The Club 
was fortunate enough to persuade that master-orator Sir 
GorDON GORDON-TAYLOR to acclaim the new septuagenarian. 
“ As regards yourself,” Sir Gordon said in the course of 
his tribute, “ by some alchemy of fate a distinguished surgeon 
emerges effulgently as the complete man of letters. Nowhere 
in the history of surgery has such a combination of qualities 
been mingled in one person at so high a level of excellence.” 


Library for Birmingham Medical School.—Sketch plans 
have been approved for the first stage of the medical school 
library. It will be sited opposite the medical school and 
will house over 90,000 volumes. Building is expected to 
start in June. The first stage, which should be completed 
by the end of 1958, will consist of the lower-ground and 
ground floors, together with the shell of the first floor. Stage 
II, consisting of the completion of the first floor and the 
addition of second and third floors, which will include a 
large lecture theatre, will be put in hand as soon as funds 
are available. 


Scottish Hospital Endowments Research Trust.—The Trust 
has issued its first report, covering the period from its con- 
stitution on January 12, 1954, until the end of July, 1955 
(H.M.S.O., price Is. 3d. net). The Trust administers some 
22% (on an income basis) of the endowments of the former 
voluntary hospitals in Scotland. Its funds amounted to 
nearly £2.5m. at the close of the period reviewed, yielding 
an annual income of £94,000. Under the terms of the 
Hospital Endowments (Scotland) Act, 1953, these funds are 
to be used for the support of research “into any matters 
relating to the causation, prevention, diagnosis, or treatment 
of illness or mental deficiency or to the development of 
medical or surgical appliances including hearing-aids.” Be- 
fore making grants the Trustees are required to consult with 
the Advisory Committee on Medical Research in Scotland. 
The first report includes a statement on the Trust’s policy 
regarding grants. Its funds should not be considered as reliev- 
ing universities or hospital boards of their responsibilities 
for research. The Trustees have decided therefore, as a 
general principle, to favour applications for support of clini- 
cal or experimental investigations only after the completion 
of any preliminary work. Major pieces of equipment, 
purchased by the Trust, are to remain Trust property. The 
report has appendices giving the statutory background of 
the Trust, conditions applicable to grants, the Trust's finan- 
cial statement and investment portfolio, and a list of grants 
already awarded. 


Technical Colleges and Protection._The 
MINISTER OF EDUCATION has written to local education 
authorities advising them on radiological protection in tech- 
nical colleges. In colleges where radioactive materials are 
used competent safety officers should be appointed, “ hot” 
laboratories should be kept separate, and proper storage 
places and mechanical ventilation should be installed where 
required. There is also advice on the screening of x-ray 
apparatus. Colleges are asked to inform the Minister before 
starting instruction or research with a radiation hazard. 


Society for Social Medicine.—The society's first annual 
meeting will be held in Birmingham from September 24 to 
26. The meeting will include scientific sessions as well as 
the usual business meeting. The Society for Social Medi- 
cine was formed last December under the chairmanship of 
Professor W. J. E. Jessop, professor of social medicine at 
Trinity College, Dublin. At present the society has 72 mem- 
bers, drawn mainly from doctors and statisticians working in 
university departments of social medicine. The annual meet- 
ing will be limited to members of the society, but any 
interested medical practitioner may attend the scientific 
sessions. Further information about the society may be 
obtained from the hon. secretary, Dr. ALice STEWarRT, 8, 
Keble Road, Oxford. 

Lord Cohen in U.S.A.—Lord CoHeN oF BIRKENHEAD is 
paying a short visit to America. In New York he will be 
the guest of the New York Academy of Medicine, where 
he will give a dinner address and speak at a luncheon. On 
April 7 he will address the annual meeting of the American 
College of Physicians in Boston, and on April 9 will read a 
paper on “ Observations on Carotenaemia.” While at this 
meeting he will be made an honorary Fellow of the College. 


London University—Dr. KaTHaARINE LLoyD-WILLIAMS, 
dean of the Royal Free Hospital School of Medicine, has 
been elected dean of the Faculty of Medicine of the Uni- 
versity. She succeeds the late Professor W. G. BARNARD 
for the remainder of the period 1956-8. Dr. C. F. Harris 
has been reappointed deputy Vice-Chancellor for the 
academic year 1957-8. The following have been recognized 
as teachers of the University: Dr. M. A. PARTRIDGE (mental 
diseases, St. George’s Hospital), Dr. J. H. PATERSON (neuro- 
logy, St. George’s Hospital), Mr. J. S. ToMKINSON (ob- 
stetrics and gynaecology, Guy's Hospital), Dr. M. SCHACHTER 
(University College), and Dr. M. L. THomson (applied 
physiology, London School of Hygiene and Tropical 
Medicine). 

“ Cantabartians.”—The annual dinner of the Cambridge 
Graduates Club was presided over this year by Sir HENRY 
Dae, O.M., described during the evening by Dr. Georce 
GRAHAM as “the most distinguished person we have ever 
had in the club.” Sir Henry said he had not stayed long 
at Bart's, and had had to miss being house-physician to Dr. 
Gee when he was offered a George Henry Lewes Student- 
ship. Gee had said to him then that he hoped that some day 
medicine would become an experimental science. These 
and other reminiscences of Sir Henry Dale’s were much 
enjoyed by those whom Sir LANDSBOROUGH THOMSON, reply- 
ing for the guests, described as “ Cantabartians.” 

Faculty of Anaesthetists.—An election of two fellows to 
the Board of the Faculty of Anaesthetists took place at the 
Royal College of Surgeons on March 20. Dr. H. J. 
BRENNAN, director of the department of anaesthetics at the 
Manchester Royal Infirmary, and Dr. H. H. PINKERTON, 
consultant in charge of the department of anaesthetics at the 
Western Infirmary, Glasgow, were elected, each for a 
period of eight years, Dr. H. C. CHurcnit_-Davipson, 
of St. Thomas’s Hospital, London, was re-elected to the 
board for a period of four years. 

Aberdeen University—Dr. M. C. MacNauGHTON has been 
appointed lecturer in obstetrics and gynaecology. He gradu- 
ated at Glasgow in 1948. 

Leeds UWniversity—Dr. G. J. R. Soutrer has been 
appointed lecturer in paediatrics and child health from 
May 1. 
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Mass Radiography at Glasgow.—By the end of the third 
week of the city’s campaign 426,525 people had been radio- 
graphed. The weckly figures so far have been : first week, 
142,000 ; second week, 151,000; third week, 133,000. The 
campaign is for five weeks in all. 

Decimal Coinage for India.—Banks closed all over India 
on April 1, according to Reuter, to allow a change to a 
decimal coinage system. In future the rupee will consist of 
100 instead of 192 pice. 

Sir Geoffrey Jefferson, F.R.S., emeritus professor of neuro- 
surgery of Manchester University, is to receive the univer- 
sity’s honorary LL.D. at the Founder's Day celebration on 
May 15. 

Professor J. F. Fulton, Sterling professor of the history of 
medicine at Yale University, is among those on whom it is 
proposed to confer the honorary degree of D.Litt. of Oxford 
University. 

Professor A. W. Downie, F.R.S., professor of bacteriology 
at Liverpool University, is to receive the honorary degree of 
LL.D. of Aberdeen University at the summer graduation 
ceremony. 

Miss Margaret Fairlie, professor of obstetrics and gynae- 
cology at St. Andrews University from 1940 to 1956, is to 
receive the honorary degree of LL.D., St. Andrews. 

Dr. Mary Crosse, lecturer in child health at Birmingham 
University, is visiting Turkey and Greece for a month, under 
the auspices of the British Council. 


COMING EVENTS 


Recent Trends in Medicinal Chemistry.—Symposium on 
April 16 at Manchester University arranged jointly by the 
Chemical Society, Institute of Petroleum, Royal Institute of 
Chemistry, and Society of Chemical Industry. Apply by 
April 9 to Dr. M. T. G. Burrows, Murgatroyd’s Salt & 
Chemical Co. Ltd., Elworth, Sandbach, Cheshire. 


Wessex Rahere Club.—Spring Dinner at Royal Clarence 
Hotel, Exeter, on April 27. Details from Mr. A. D. Bare- 
MAN, P.R.C.S., 11, The Circus, Bath. 


Leonard Parsons Memorial Lectures.—Professor Rustin 
Mcintosn,. of the Babies Hospital, New York, will lecture 
at the Birmingham Medical School on May 7 and 8 at 
4 p.m. His subject wili be “Growth and Development.” 


Harben Lectures.—Professor P. Drinker, of Harvard, will 
deliver this year’s Harben lectures at 5 p.m. on May 13. 14, 
and 15 at the Royal Institute of Public Health and Hygiene, 
28, Portland Place, London, W.1. His subject will be “ Air 
Pollution and the Public Health.” 


Dental Implant Society.—Professor T. TaLmMace Reap will 
read a paper on subperiosteal dental implants, followed 
by a film, at the Royal Society of Medicine, May 15, 8 p.m. 
Medical practitioners are invited. Apply to the hon. secre- 
tary, Dental Implant Society of Great Britain, 109, Harley 
Street, London, W.1. 


European Organization for Research on Fluorine and 
Dental Caries Prevention.—Fourth meeting, Malmé, June 
5-17. Details from Professor Syrrist, Royal Dental 
School, Malmé, Sweden. 


NEW ISSUES 


Ophthalmic Literature.—The new issue (Vol. 10, No. 3) is now 
available. It contains a comprehensive selection of abstracts of 
the literature on ophthalmology and related subjects. Six issues 
and a volume index cach year; annual subscription £4 4s. (or 
in combination with British Journal of Ophthalmology, £7 7s.); 
single copy 25s.; obtainable from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1. 


Abstracts of World Medicine.—lIssued in the first week of each 
month, this journal contains abstracts of important papers 
selected from the current medica! literature of the world. 
Annual subscription £4 4s., single copy 8s. 6d. : obtainable from 
the Publishing Manager, B.M.A. House, Tavistock Square, 
London, W.C.1. 


SOCIETIES AND LECTURES 
A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first w the i 
Tuesday, April 9 


Rovat COLLeGe OF SuRGEONS OF ENGLAND.-—S p.m., Hunterian Lecture by 
Professor H J. Shaw: Kadical Surgery in Cancer of the Extrinsic Larynx 


and Laryngophar) nx 

Society ror Currurat Retations with tHe U.S.S.R.—8 p.m., Professor 
Fedor Syrovatko (Moscow): Soviet Work in the Relief of Pain in Child- 
birth. 

West Enp Hosptrat porn NeuROLOGY AND p.m., 
Dr. C. C. Edwards: neurological demonstration. 


Wednesday, April 10 

@Camenivce Mevicat Soctery.—At Corpus Christi College, 7.30 for 
8 p.n.., dinner. 

Lonpon Universrry.—At Middlesex Hospital (Clinical Lecture Theatre, 
First Floor Crosspiece), W., 4 p.m., special university lecture in medicine 
by Professor RM. Jones (Toronto): Cancer of the Lung—Certain 
Considcrations in its Diagnosis 

Rovat InstrTure oF Pustic HrattH anp Hyorene.—3.30 p.m., Mr. F. M. 
Brownlee. A M.Inst.B.E.: Hygiene and Public Health in the Municipal 
Baths Department (illustrated). 

ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION, PSYCHOTHERAPY AND SOCIAL 
Psycuiatry Section.—At 11, Chandos Street, W.. 8 p.m., Dr. E. F. 
Carr: Group Therapy in a Mental Hospital. (Open to members and 
guests.) 

Thursday, April 11 

ALFRED Mepicat Soctery.—At 11, Chandos Street, W., 8 p.m., Dr. 
J. Cowie: The Delinquent Girl. 

INSTITUTE OF Dr. Macdonald Critchley: 
Clinical Aspects of Tuberose Sclerosis: Dr. J. J. Y. Dawson: Tubcrose 
Sclerosis with Spe.ial Reeard to Pulmonary Changes; Dr. P. H. 
Whitaker: Radiological Changes in Tuberose Sclerosis. 

Royat or Surceons oF ENGLAND.—S p.m., Hunterian Lecture by 
Professor A A. Jefferson: Pituitary Chromophobe Adenomata and 
Rathke Pouch Cysts. 


Friday, April 12 

Brocuemicat Soctety.—at Department of Biochemistry, Oxford University 
(Friday and Saturday, apri! 12 and 13). 11 a.m.. 361st meeting. jointly 
with Société Betge de Biochimie—RBelgische Verciniging voor MPiochemie 

Bartisn oF p.m.. meeting of medical members. 

Facutty OF Roya! Colleze of Surecons of Engtand, 
S pym., Robert Knox Memorial Lecture by Dr. E. Rohan Williams: 
Multiple Myeloma. 

InstiruTe oF LarYNOOLOGY aND OTOLOGY.—3.30 p.m., Dr. I. Friedmann: 
Advances in Chemotncrapy in Ear. Nose, and Throat Diseases. 

INSTITUTE OF NeuRoOLOGY.—5.30 p.m.. Dr E. J. M. Campbell: Pulmonary 
Physiology and Artificial Respiration. 

Kent anno Canrersuay Hospirat.—8 p.m.. clinical mecting. 

SouTHenn-on-Sea Hosprrat.—At Out-patients’ Hall, 8.30 p.m., 
Sydney Body Lecture by Sir Hugh Linstead. LL.D., F.P.S., M.P.: 
Human Relations in and Around the Health Service. 


APPOINTMENTS 


Canter, Kenvetu, M.R.CS.. L.&.C.P., Scientific Director, Ames Com- 
pany. Inc.. Elkhart. Indiana. U.S.A. 

East Hosprrat Boarp.—T. J. K. Merritt. M.B., B.S.. 
D.P.M. Semo Resistrar, Derarimemt of Child Psychiatry, Ipswich and 
East Suffolk Hospital; EB. F. Soothill. MR... B.Chir., F.R.CS., Senior 
Surcical Registrar, United Norwich Hospitals; Mary M. Berain, M R., 
BCh.. D.A., Registrar in Child Psychiatry and Menta! Deficiency. Little 
Plumstead Hospital Groun: K. J. Millar, M.B., B.S., Surgical Registrar, 
West Suffolk General Hospital. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
.—On March 22. 1957. to Mary. wife of Dr. W. Cowao 
Crawford, 58, Pottery Road, Warley, Birmingham, a son—Alan 
Gillespie.—On March 10, 1957. at 2. Cavend«h Road, Hull, Yorks, to 
Dorothy, wife of Ross Gillespie, M.B., Ch.B., a sister for Jean, James. 
and David 
Normaa.—On April 1, 1957. to Dr. Rebe Rainsbury, wife of Dr. L. I 
Norman, of 34, Court Road, Eltham. a second daughter. 
Shintos.—On March 24. 1957. to Margaret (formerly Hyde). M.B., Ch.B.. 
and Neville Keith Shinton. M.B.. a second son. 
March 24. 1957. to Anne (formerly Coniey), M B., BS.. 
wife of Kenneth D. Stephenson, M.B., B.S., of Stanhope Road, Dar- 
lington, Co. Durham, a daughter. 


MARRIAGES 
Trewby-—Hextey-W liiams.—On March 30. 1957, at Hong Kong. Lieutenant 
Colonel H. F. Trewby, A M.I.Mech.E., R.E.M.E., to Rosemary Huxiey- 
Williams, M.R.C.S., L.R.C.P., D.A. 


DEATHS 

Carmicheel.—On March 15, 1957, in hospital, Exeter, Henry Carmichael, 
M8 C.M.,. late of Wandsworth, London. S.W.. aged 84 

Hovenden.—On March 14. 1957, at Putney Hospital. 
Hovenden. M.D... of Giebechoime. Barnes. London, W 

MeMahoa.—On March 10. 1957. at 31, Church Road, Whitchurch, Curate, 
Glam, Leo Luke McMahon, M.B., B.S 

Stevenson.—On March iI!, 1957, at Cambridge, Mabel Geraldine 
Stevenson, M.D 

Symons.—On March 8. 1957, at Gwendron, Fermain, Guernsey, Angelo 
Nelson Symons, O B.E.. MRCS. LRCP. 

—On 1957. in a nursing-home, Frank Stuart Corbett 
Thompson, O.B.E.. B., C.M., Lieutenant-Colonel, 1.M.S., retired, late 
of Bengal, aged has 

Weedner.—O0 March 14, 1957, Gables, St. Brelade, Jersey, 
Robert Joseph Weedner, M.B., 
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PREDICTABLE 
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rapidly relieves gastric pain 
safely buffers excess acid 
non-alkalising 


non-constipating 
stable, consistent and predictable 


Prodexin tablets provide the advantages of alumina buffer therapy without 
its disadvantages. The tablets are pleasant to take and when slowly sucked provide 
antacid control comparable with that obtained by drip therapy. Prodexin, however, 
does not aggravate acid secretion. 


Cartons of 30 singl: 


Magnesium carbona . Dispensing packs 
° 
of 240 tablets (basic 
cost 30/4.) 


c. kL. BENCARD LTD - PARK ROYAL - LONDON - N.W.10 
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Cl ROZE N.ILS. SUPERANNUATION SCHEME 
la & THE 1956 FINANCE ACT 


TRADE MARK 
The New Economical 
- A new concession to holders of Assurance Policies 
who elected to receive 8°, contribution towards 
payment of their own Policies. 
Enquire NOW how you may take advantage of this 
concession, which can save £££ in tax each year. 
Briefly, the whole of your contributions on a substi- 
tuted Pension Policy can now be allowed for full tax. 
Your present Policy may be converted to a Paid-Up 
Policy to secure pension, or surrendered for cash, 
which cash must be used now to purchase Pension. 


Glucose Drink 


crrrozg isa triple strength glucose 
drink made with pure glucose 
and flavoured with whole fresh 
lemons. Because Citroze is a 
concentrate, it cuts down 

health drink expenses. A — 


28 fi. o2. bottle costs only Expert advice is essential and we are in a position 
3/6 and makes 34 to 4 pints to give this to you free, without any obligation on 
of ready-to-drink Citroze your part, and in confidence. 
which complies with the 7 of May we suggest you get in touch with us NOW to 
regulations for a dextrose take full advantage of tax relief for 1956-57 and let 
beverage. For an easily s ’ us have the details of your date of birth and the 
prepared hot toddy re , ‘ annual premiums you are paying on your present 

Citroze can also be Policies. 
diluted with hot water. 6 
INGREDIENTS : 30°/, Dextrose NHORMAN 
monohydrate, sugar, lemon juice, 
(LIFE & PENSIONS) LTD 


| 24 GREAT TOWER STREET, LONDON, 


Tel.: M!Ncing Lane 1000 (20lines) 


PROPRIETORS: O. R. GROVES LTD., 20 JERMYN ST., LONDON, 8.W.1 
REGENT and 6175 


gr THE STORE 


— 


FOR THE 


THE WELL-KNOWN ANTISEPTIC 

DISABLED | HL 


The potient first sits on the pletform with his 
feet on the floor and then raises his legs until 
he can lift them over the edge into the bath 


| 
| 
| 
| 
©. PATIENT | AGAINST 
| | GRAM-MEGATIVE ORGANISMS 
| 


= can be supplied on approval 
Homes Alternatively a 10 NIPA 
When the fever is pushed forward, minute, 16 mm. sound film 
the potient is gently lowered to the bottom is available which if pre- LABORATOR es 
of the bath. Raiwsing is effected by re ferred, can be seen first 1 Limiteo 
| turning the lever to upright position INDUSTRIAL ESTATE Ne 
The Levit Bath Lift enables the infirm and those incapacitated by TEL TREFOREST 20189 f 
paralysis, rheumatism and similar conditions to get into and out of the bath j ¥ 
with minimum difficulty, and in all but the most severe cases, without ; x 
assistance. li consists essentially of a seat, or platform, which can be raised ' ’ 
to the top of the bath or gently lowered to the bottom by water pressure, whilst iis Sole Distributors the United Kingdom ® 
supporting a weight up to a maximum of 35 stone. Equally suitable for use SAMUE 
in Hospital, Nursing Home or Patient's Home. On co 
1, CRUTCHED FRIARS, LONDON, €.C.3 ele 
JOHN BELL & CROYDEN Telephone; ROYAL 2117/8 


MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 
WIGMORE STREET, LONDON, W.! ——J 
Telephone: Welbeck 5555. Telegrams: Instruments Wesdo London = SSS 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Milk on Continental Holiday 


Q.—What risk is there of diseases such as tuberculosis 
and brucellosis from milk and milk products in countries in 
Western Europe, such as France, Spain, and lialy? Does 
the risk justify taking any special precautions, especially so 
far as children are concerned, and, if so, what is advised ? 
Are T.A.B. and B.C.G. inoculations recommended ? 


A,—In the countries mentioned, and, it may be added, 
Portugal, Morocco, and Algeria, the incidence of enteric 
fever is higher—in some much higher—than in Great 
Britain, and the administration of T.A.B, vaccine is a wise 
precaution before visiting them, particularly for a stay of 
some length and in a country district. Cities are safer, 
because their milk is almost all pasteurized and sanitation 
generally is under closer control. Brucellosis and tuber- 
culosis are also risks, varying much with locality and diffi- 
cult to assess. There should be no hesitation at the begin- 
ning of any considerable stay, particularly with children, in 
inquiring about the source of the milk supplied and whether 
it is pasteurized : if noi, and if the quality of the source is 
doubtful, it may be advisable to have it boiled for the 
benefit of young children consuming a good deal (the tem- 
perature of boiling is quite unnecessarily high, but ignorant 
people cannot be trusted to do anything less), Whether to 
immunize with B.C.G. in these circumstances involves the 
whole question of what should be the scope of this method 
of vaccination. In Scandinavian countries Mantoux-nega- 
tive schoolchildren all receive B.C.G. at an early age, and 
there is much to be said for this, rather as a protection 
against contact with human disease than against the usually 
lesser risk of milk-borne infection. 


Apomorphine Treatment of Alcoholism 


Q.—What are the details of the treatment of alcoholism 
with apomorphine? How successful is it? 


A.—The endemic problem of the compulsive alcoholic 
and the drug addict is hardly touched on in our medical 
schools or textbooks. The continual drinker should be 
treated in a hospital or nursing-home, but those with an 
intermittent craving may be given oral treatment at home 
between attacks. Successful treatment makes the patient 
lose his compulsion to drink, and, unless he returns to taking 
the alcohol (or drug) he no longer needs, no further treat- 
ment will be necessary. Here it is possible to give only a 
brief outline of the treatment. 

Treatment in Hospital.—This should not take more than 
ten days; six or seven days are generally enough. The 
dosage should start with apomorphine gr. 1/20 (3.2 mg.) 
intramuscularly and increase by gr. 1/20 (3.2 mg.) two- 
hourly, each dose being followed in a few minutes by a 
drink of 2 oz. (57 ml.) of half-and-half gin or whisky and 
water (whatever the addiction, even if it is to morphine), 
until a vomiting dose is reached. The dose of apomorphine 
is then varied so as to achieve a satisfactory vomit and 
sleep between injections, which are continued two-hourly 
for about 48 hoursy No food or other drink is given during 
this stage. During the next 48 hours apomorphine at half 
the previous highest dose is given three-hourly, the dose 
being gradually reduced to just below the nauseating level ; 
alcohol is now stopped and food and soft drinks are allowed. 

Treatment at Home.—Here the patient is immediately 


cut off drink, and apomorphine is given sublingually at a 
dose just below the nauseating level and is continued two- 
hourly for two days. 


Vitamin Supplements for Babies and Young Children 


Q.—What vitamin supplements are advised for a breast- 
fed baby, and for how long should they be continued ? 


A.—The standard vitamin supplements given to babies, 
whether breast- or bottle-fed, are vitamin A 3,000-5,000 units, 
vitamin D 600-900 units, and vitamin C 25 mg. Breast milk 
contains just enough of these vitamins to protect the baby 
only if the mother has been receiving a satisfactory diet and 
if the baby is taking its feeds well and getting some exposure 
to sunlight. In Britain one cannot count on enough sunlight 
to form sufficient vitamin D to give a baby protection 
from rickets. Hence, if the infant is not taking full feeds, or 
is ill, it may be deficient in these vitamins. 

Apart from the standard supplements noted above, a normal 
breast-fed baby does not need supplements of other vitamins, 
unless it is ill, when the addition of the B-group of vitamins 
is advisable. This applies particularly to prolonged gastro- 
intestinal disturbances. 

The absolute need for vitamin supplements once the baby 
is on a full mixed diet is dependent very much on the quality 
of the diet and, to a small extent, on the amount of sunshine 
to which the child’s uncovered skin is exposed. But it is 
generally—and wisely—recommended that children should 
continue to receive supplements of vitamins A, C, and D 
until they are 5 years old. The supplements can do no 
harm, and there is always some risk of at least a vitamin-D 
deficiency in a rapidly growing child if extra D is not given, 
It may in fact be wise to continue to give A and D vitamins, 
at least during winter, until the age of about 12 years. One 
teaspoonful daily of the Government fortified cod-liver oil 
is adequate, the dose starting at the age of about 4 weeks 
with one drop and being doubled every day or two until the 
full amount is reached. For those babies who will not 
tolerate this or whose mothers object to the smell and stain- 
ing properties of cod-liver oil, there are many reliable con- 
centrated preparations. Vitamin C can be given from about 
the same age in the form of Government concentrated 
orange juice, or as ascorbic acid pills, fresh orange juice, or 
rose-hip syrup. 


Storage of Inflammable Liquids 


Q.—-What legal regulations govern the storage of petro- 
leum ether, benzene, toluene, and similar inflammable liquids 
in chemical laboratories ? 


A.—Petroleum ether, benzene, and toluene are all 
“ petroleum spirit” within the meaning of the definition for 
petroleum spirit in the Petroleum (Consolidation) Act, 1928. 
The provisions of that Act therefore apply to these in- 
flammable liquids, Except in quantities not exceeding three 
gallons (13.5 litres) and when kept in receptacles not ex- 
ceeding one pint (570 ml.) in capacity, a licence must be 
obtained frorn the jocal authority for the storage of these 
petroleum spirits. The local authority may attach to the 
licence such conditions as they think expedient as regards 
the safe keeping of the petroleum spirit. The licence may 
include conditions concerning the nature of the goods with 
which the petroleum spirit may be kept, for instance. 

There are also inflammable liquids with low flash-points 
which are not petroleum spirit, and the above-mentioned Act 
does not apply to them. But, if such liquids are kept, the 
local authority may agree that they should be kept with 
the petroleum spirit and under the same conditions. 

Petroleum spirit intended for use in motor vehicles, motor 
boats, aircraft, and certain engines may be kept in quanti- 
ties in excess of three gallons (13.5 litres) under certain 
specified conditions. This exemption, however, does not 
apply to the storage of petroleum spirit in chemical labora- 
tories. 


4 
| 
| 


840 Aprit 6, 1957 


ANY QUESTIONS ? 


Barris 
Mepicat JOURNAL 


Post-coital Pain in Hip 


Q.—-What are the likely causes of pain in @ man's hip and 
thigh after intercourse? The pain invariably follows inter- 
course and occurs the next morning—sometimes on getting 
up and sometimes later—and lasts about three hours before 
passing off. The patient in question had a non-specific 
urethritis several years ago. Physical examination is 
negative. 

A.—-This pain may be a muscular reaction to some faulty 
posture during coitus, or it may well be psychological in 
origin. Clinically and pathologically the spermatic tract 
must be considered as a single unit consisting of the testes, 
epididymes, vasa deferentia, ampulla, seminal vesicles, and 
ejaculatory ducts which empty the seminal fluid into the 
posterior urethra at the verumontanum during ejaculation. 
Complete or partial blockage of the spermatic duct from 
whatever cause may result in spermatic colic which is char- 
acterized by sudden, sharp pain at the end of coitus. The 
close anatomical relationship of the seminal vesicle and 
ampulla to the corresponding ureter facilitates the spread 
of inflammatory changes from the former, and this may 
lead to periureteritis and ureteric colic. 

That there is a close association between non-specific 
urethritis and arthritis is well known, the latter usually 
occurring when fibrous change takes place in the spermatic 
tract, and many authors have recorded involvement of the 
lumbosacral and sacro-iliac joints in this condition. 


No Diastolic Reading 


Q.—Iin measuring the blood pressure, sometimes after the 
systolic reading has been taken the sounds show no altera- 
tion right down to a zero reading. Why is this, and how 
should the diastolic pressure be ascertained in such cases ? 


A.—There are two conditions in which the Korotkoff 
sounds may persist right down to the lowest levels. One is 
aortic incompetence, and the other thyrotoxicosis. Apart 
from these, nervousness in perfectly healthy people may 
make the diastolic reading very difficult. This nervousness 
may not cause the heart rate to increase or the vigour of the 
contraction to be more pronounced, although there is usually 
a tendency to thump. This difficulty in taking the diastolic 
pressure may not persist and the sounds will change if the 
patient becomes more composed. On another occasion a 
normal reading may well be found. Usually on very careful 
auscultation a slight change in the character of the sounds 
can be detected where the diastolic reading really is. Other- 
wise, if the sounds go right down to the bottom, then no 
diastolic reading can be made. The reason for these 
abnormal diastolic phenomena is not known. 


NOTES AND COMMENTS 


Areata.—Dr. J. T. INcram (Leeds) writes : I hope 
that most dermatologists will disagree with your expert who says 
that “only local remedies are worth trying in alopecia areata 
(* Any Questions ?" March 16, p. 658). Alopecia areata is a 
symptom, not a disease. There is nothing local to treat, and it 
is probable that all local treatments are worthless. Unless man- 
agement and treatment are along general lines they are more 
likely to be harmful than helpful. Fortunately the majority of 
patients with alopecia areata recover in spite of treatment. 

Dr. F. F. Hesirer (Leeds) writes: I cannot disagree too 
strongly with your expert's opinion that “ only local remedies are 
worth trying in alopecia areata.” Local remedies will only make 
growing hair grow faster and wil! not directly affect the under- 
lying restraining influence which is arresting hair growth. What 
this is we do not know, but there is little doubt that in many 
patients it is associated with nervous stress, anxiety, or shock. 
It may be that reassurance and a bottle of hair tonic will help 
the patient’s anxiety so that the hair is allowed to grow again, 
and in this way local treatment may be of value—in a psycho- 


logical way. 
Our Experr replies: I do not question Dr. Hellier’s assertion 
that there is a systemic underlying factor in causing alopecia 


areata. However, I agree with Dr. Hellier that we do not know 
what it is, and we do not, therefore, know how to remove it with 
treatment. In many patients, it is true, there is associated ner- 
vous stress, but in far many more there is none, and the systemic 
factor remains quite unidentifiable. 


Otitis Media Due to Gram-negative Organisms.—Dr. E. N. 
Wuirman (Medical Department, Burroughs Wellcome and Co. 
(U.S.A.) Inc.) writes: This is in regard to the answer to the 
question on local therapy in otitis media due to Gram-negative 
organisms (“ Any Questions?" December 15, 1956, p. 1441). 
The only antibiotics mentioned in the answer were chloram- 
phenicol, oxytetracycline, streptomycin, and neomycin. This 
answer is of concern to me, since [ feel that it might possibly 
be misleading to doctors of limited experience in this field. As 
you know, much recent work has amply demonstrated that most 
cases of otitis are caused by Gram-negative organisms, and 
between 50 and 60% of these are caused by Pseudomonas 
aeruginosa. In addition, it has been repeatedly demonstrated 
that the most potent antibiotic against this organism is polymyxin 
B. For that matter, comparing the in vitro potency of the anti- 
biotics mentioned in the answer with polymyxin B, the latter 
emerges far superior. Wright, Potee, and Finland’ found that 
almost all strains of Pseudomonas aeruginosa were inhibited by 
6.3 meg. or less per ml. of polymyxin B. In comparison the 
other antibiotics mentioned required the following concentrations 
in meg./ml. to inhibit 80-90% of the strains tested: oxytetra- 
cycline, 100 mcg./ml.; neomycin, 200 mcg./ml.; streptomycin, 
400 mceg./ml.; and chloramphenicol, more than 400 mcg./ml. 

So far as clinical work is concerned, Benton’ states that “ the 
most frequent organism found in pure culture was Pseudomonas 
aeruginosa” (47 out of 110 cases). He goes on to state that 
“ polymyxin was found to give the quickest and most satisfying 
results, and it is therefore the drug of choice in cases of gram- 
negative otitis externa.” Branca’ recommends the use of “ aero- 
sporin otic solution: “ This preparation contains polymyxin, 
which is most effective against Pseudomonas and gram-negative 
organisms. It also contains acetic acid, which helps restore the 
normal pH of the canal.” 
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Our Experr replies: The original question referred to otitis 
media, but did not specify whether acute or chronic. Your 
correspondent, Dr. Whitman. appears to refer to cases of otitis 
externa, in which I quite agree that polymyxin B gives excellent 
results. In acute otitis media the infection is predominantly by 
Gram-positive organisms, and systemic antibiotics are employed. 
In chronic otitis media Gram-negative organisms are more com- 
monly found, but topical application of antibiotics is often dis- 
appointing, and for this reason the application of classical surgi- 
cal principles of cleanliness and promotion of drainage was given 
priority. 


Books of “ Any Questions ? " and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House. Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes 2 and 3 (26s. 6d. each inland, 
26s. overseas); Clinical Pathology in General Practice (22s. 3d. 
inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, Barrish Mepicat Journat, B.M.A. House, Tavisrocx 
Square, Lowpon, W.C.1. Terernone: Euston 4499. TeLrorams: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
Proofs are not sent abroad 

ADVERTISEMENTS should be addressed to the Advertisement Director, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 am. to 
5 pm) Teternone: EUSTON 4499. Trecrams: Britmedads, 
Westcent, London. 

MEMBERS SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. EUSTON 4499. TeLeorams: Medisecra, 


Westcent, London. 
B.M.A. Scorrisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 
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British Medical Association 


SPECIAL REPRESENTATIVE MEETING 


Wednesday, May 1, 1957 


REPORT OF THE COUNCIL 


THE DISPUTE ON REMUNERATION 


The following resolutions were adopted by the A.R.M., 
1956: 

125. Resolved (nem. con.): That this Meeting welcomes the 
proposal for a joint approach by the Gencral Medical Services 
Committee and the Joint Consultants Committee to the 
Minister on the question of remuneration of members of the 
profession. 

126. Resolved: That this Meeting wholeheartedly welcomes 
the joint approach by the Consultant and General Practitioner 
Committees to matters affecting remuneration, warmly con- 
gratulates those responsible for this unity of action, and hopes 
that in any such activities in the future the Public Health 
Serviees may be fully represented. 

The Council has been kept fully informed of the strenu- 
ous but abortive efforts of the Negotiating Committee to 
secure an opportunity of negotiation or, alternatively, of 
arbitration on the claim for an adjustment of the remunera- 
tion of general medical practitioners and hospital medical 
staffs in the National Health Service. 

The following statement was issued by the Council after 
an emergency meeting on February 28: 


(1) The Council fully supports the decision of its General 
Medical Services Committee to convene a Special Conference 
of Representatives of Local Medical Committees and to recom- 
mend to that Conference that, unless the Government agrees 
to an immediate and satisfactory settlement of the profession's 
claim or to arbitration, general practitioners throughout the 
country will be advised to send in their resignations from the 
Service. 

(2) The Council has heard a report of the interpretation by 
the Minister of Health of the Prime Minister’s statement that 
the possibility of an interim adjustment was not precluded. On 
the evidence before it, the Council can see no fundamental 
change in the situation which would justify any alteration in 
the course of action recommended by its General Medical 
Services Committee. 

(3) The Council has noted the statement made by the 
Prime Minister in Parliament that he is prepared to clarify 
his statement at the appropriate moment. The Council be- 
lieves that the present is the appropriate time and is inviting 
the Negotiating Committee to approach the Prime Minister for 
immediate clarification. 


(4) The Council has noted with great satisfaction the assur- 
ances of support given by the Public Health Committee of the 
Association, representing medical officers in the Public Health 
Service, and the Joint Consultants Committee, representing 
hospital medical staffs. 

(S) The Council resolves that the convening of a Special 
Representative Meeting be requisitioned at an appropriate time 
to consider a report and a recommendation of the Council 
concerning the further action to be taken by the Association 
in the present dispute with the Government on medical re- 
muneration. 

The long and unhappy story of the dispute with the 
Government is contained in the Report of the General Medi- 
cal Services Committee to the Special Conference of Local 
Medical Committees to be held on April 30. In order to 
avoid the expense of publishing a separate report for the 
purpose of the Special Representative Meeting, the Report 
of the G.M.S. Committee to the Conference is appended to 
this Report of the Council. An extensive summary of the 
Report to the Conference, with an appendix containing full 
details of the plan for the organization of general practice 
in the event of resignation from the National Health Ser- 
vice, appeared in the Supplement to the Journal of March 23. 

The Council fully endorses the proposals of the G.M.S. 
Committee, and recommends: 

Recommendation: That, as there has been no satisfactory 
settlement of the profession’s claim or the submission of that 
claim to arbitration, (1) the resignations of N.H.S. general 
practitioners be collected forthwith and held; and (2) the plan 
for a progressive withdrawal of general practitioners from the 
National Health Service (as outlined in the Appendix) be put 
into effect until such time as a satisfactory settlement is 
achieved or the dispute is referred to arbitration. 


The Royal Commission 


The Council has considered what should be the attitude 
of the Association to the Royal Commission on the Re- 
muneration of Doctors and Dentists. 

The Council, anxious to put an end to this unfortunate 
dispute by peaceful methods, regards arbitration as the 
proper alternative to negotiations, which have been refused. 
It is clear, however, that the Royal Commission is not an 
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arbitration tribunal, since its composition and terms of refer- 
ence have not been agreed upon by the parties to the dispute 
and since neither party is under any obligation to accept its 
recommendations. 

Moreover, it appears to the Council that the terms of 
reference of the Royal Commission are such as to preclude 
it from making just decisions as to the correct levels of 
medical remuneration in the National Health Service. 

The Council considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession. To co-operate with the Royal 
Commission by submitting evidence to the Commission 
would be to acquiesce in the abandonment of this principle 
and to accept the view that the economic status achieved 
by the medical profession in the past is of no account, that 
the promises of successive Governments to maintain this 
status should be dismissed from consideration, and that all 
that matters now is that the incomes of doctors should be 
adjusted to those received by members of other “ profes- 
sions and “connected occupations,” such as architects, 
accountants, bankers, solicitors, surveyors, pharmaceutical 
chemists, nurses, physiotherapists, chiropodists, laboratory 
technicians, and dental mechanics. 

The Prime Minister has suggested that an exchange of 
letters regarding the interpretation to be placed by the Royal 
Commission on its terms of reference might reassure the 
profession, but the Council is advised that the terms of 
reference in their present form cannot be so construed as 
to ensure the observance of the principle referred to above. 
This could be ensured only by a radical amendment of the 
terms themselves. 

Again, although the claim lodged by the Negotiating 
Committee was for an adjustment only of the remunera- 
tion of general practitioners and hospital medical staffs, 
the Council is strongly of the opinion that a full review of 
medical remuneration—the declared purpose for which the 
Royal Commission was appointed—should include con- 
sideration of the incomes of doctors employed by local 
authorities. It understands, however, that it is not intended 
that the Commission should pronounce on the remuneration 
of these members of the profession. 

The Council feels sure that the existence of this unhappy 
dispute, due to the refusal of the Government to allow 
either negotiation or arbitration, is deplored by the whole 
profession, and that, if the present claim were satisfactorily 
settled, the profession would then be entirely willing to 
engage in discussions with the Government on _ the 
machinery for periodical adjustments of remuneration in 
the future with a view to preventing a recurrence of crises 
of this kind. 

The Council recommends : 

Recommendation: (1) That, in the opinion of the Represen- 
tative Body, in present circumstances it is undesirable that the 
Association should co-operate in any way with the Royal 
Commission on the Remuneration of Doctors and Dentists: 
(2) that, if at a later date circumstances should so alter as to 
enable the Representative Body to reconsider its attitude to the 
Royal Commission, any decision to participate be conditional 
on the inclusion of all public health medical officers within the 
terms of reference of the Royal Commission. 


Health Services in the Future 


The record of the Government's treatment of the profes- 
sion in this and other matters has brought home defects in 
the relationship between Medicine and the State in the 
National Health Service as now constituted. The Council 
has formed the view—which it believes to be shared by 
many thoughtful members of the Association who have at 


heart the maintenance of the best traditions of the profes- 
sion—that the time has come when the Association should 
institute a comprehensive review of medical services ad- 
ministered by the State in the light of nine years’ experience 
of the National Health Service. The Council suggests that 
this review should be undertaken by a Committee fully 
representative of the interests concerned, medical and lay. 
The aim would be to eradicate those faults of the present 
system which cause dissatisfaction to the public and frustra- 
tion to the profession. 
The Council recommends: 

Recommendation: That the Council be instructed to insti- 
tute an inquiry into the whole field of publicly administered 
medical services in the light of the experience gained of the 
National Health Service since 1948. 


B.M.A. MEMORANDUM TO MEMBERS 
OF PARLIAMENT 


Last week the Association's Public Relations Officer, Mr. 
John Pringle, sent a memorandum headed “ A Crisis of 
Confidence” to Members of both Houses of Parliament. It 
is reproduced here in full. 


SOME NOTES ON THE DISPUTE WITH THE 
GOVERNMENT 


The medical profession entered the National Health Ser- 
vice in 1948 on a promise by the Minister of Health that the 
Government accepted—without reservation—the recommend- 
ations of the Spens Reports. No responsible person in or 
out of the Government has ever denied that these pledges 
were in fact given—and accepted—and that it was on this 
basis that the profession entered into a completely new 
relationship with the State. 

What has been in dispute from time to time has been the 
interpretation of the Spens Reports themselves. In 1950 
differences developed between the Government and the pro- 
fession. These differences were, by agreement, referred to an 
adjudicator, Mr. Justice Danckwerts, who was asked to deter- 
mine the proper remuneration of general practitioners : 

“in order to give effect to the recommendations of the Spens 

Committee, having regard to the change in the value of money 

since 1939, to the increases which have taken place in incomes 

in other professions, and to all other relevant factors.” 


The Danckwerts adjudication was accepted both by the 
Government and the profession. 

In the five years following the Danckwerts award the 
value of money fell by at least 24%. Increases have been 
given to many other professions, and many groups in the 
community have enjoyed increases ranging from 30 to 40%. 
The medical profession has received nothing. 


RESTRAINT BY THE PROFESSION 


Out of consideration for the country’s economic diffi- 
culties, and in deference to the Government's appeals for 
restraint, the profession has year by year refrained from 
making any fresh claim. What was proper remuneration 
in 1951 cannot be right in 1957. A claim for an increase of 
not less than 24% in the remuneration of general practi- 
tioners, consultants, and other hospital medical staff was 
submitted to the Government last year. It was submitted 
on June 14, 1956. But, in fact, intention to claim had been 
notified to the Government as far back as February, 1956. 

The claim was backed by the highest economic and legal 
advice. The arguments used in it appear to the profession 
to be unanswerable. On no single occasion have the 
Government attempted to answer them. They have refused 
to consider the claim at all. This is the outstanding fact 
which disposes of the argument that the doctors are 


° 
* 
= 


APRIL 6, 1957 


MEMORANDUM TO MEMBERS OF PARLIAMENT _ SUPPLEMENT ro rae 15] 


RITISH MEDICAL JOURNAL 


“unreasonable” people who are asking to be “ insulated ” 
for ever and ever against rising prices by their insistence on 
the Spens Reports. 


Apart altogether from Spens, the Government have 
refused to look at the claim even on its simple merits— 
in 1951. 


Representatives of the Negotiating Committee of the pro- 
fession have met the Minister of Health on three occasions, 
and the Joint Chairmen met the Prime Ministe. on March 12, 
merely to be informed of Government decisions. As at the 
present date, the following is the situation: 


Refusal to examine the claim. 
Refusal to negotiate. 
Refusal to arbitrate. 


THE ROYAL COMMISSION 


The situation has been worsened by the method which the 
Government have adopted and which the profession see as 
an effort to escape alike from their difficulties and their 
obligations to it. 

Without a single word of consultation with the profession 
the Government have set up a Royal Commission to review 
medical remuneration. This announcement has been widely 
and trenchantly criticized as a transparent device for shelv- 
ing the Government's responsibility. 

The B.M.A. Council was determined not to rush into 
taking a “snap” decision about this Royal Commission. 
The highest legal advice available to the Council was taken. 
The question of the profession’s attitude to the Commission 
has been under careful examination for well over a month. 

After all this consideration the B.M.A. Council yesterday 
reached a decision to recommend to the doctors that : 


it is undesirable in present circumstances that the Associa- 
tion should co-operate in any way with the Royal Com- 
mission on the remuneration of doctors and dentists. 


This is a very grave decision. It is hoped that Members 
of Parliament will appreciate that it has not been reached 
lightly. It scarcely needs saying, we trust, that not the 
slightest suggestion of disrespect to the chairman and mem- 
bers of the Commission is intended ; still less, the least dis- 
respect to the Crown. 

Everyone knows the facts regarding the appointment of 
Royal Commissions. They are set up by the Crown, but 
on the advice of the Government of the day. The job 
they have to do is determined by the Government of the day. 
Their terms of reference are the Government's. If their 
appointment and terms of reference are misconceived, it is 
the Government which must bear the criticism, and nobody 
else. 

The B.M.A. Council has come to its decision because: 

(1) The profession has repeatedly made it clear that it 
would welcome the submission of its pay claim to indepen- 
dent arbitration and would abide by the result. On March 
18, referring to industrial disputes, the Prime Minister said : 

“ Surely this is a time when we should accept some form 
of arbitration rather than have recourse to self-destructive 
struggles. . . . In the long run, and for the common good, 
an umpire is better than a duel.” 

It will be argued by Government spokesmen that the Royal 
Commission constitutes “some form of arbitration.” This 
is not so. 


The Royal Commission cannot be regarded as an 
arbitration tribunal, since its composition and terms of 
reference have not been agreed by the parties to the 
dispute and since neither party is under any obligation to 
accept its recommendations. 

(2) The terms of reference of the Royal Commission pre- 
judge the issue in favour of the Government. This question 
of the terms of reference is, of course, fundamental. Any 
ordinary committee, still more a Royal Commission, is 
bound, throughout its proceedings, to have a continuous 
regard to the job it is asked to do as set out in its terms of 


reference. It must not, and cannot, go outside its terms of 
reference. The value of its recommendations will be weighed 
by all concerned according to how strictly it has answered 
the questions put to it. 

Below are the two sets of terms of reference: 


(i) The terms of reference for the (General Practitioner) 
Spens Committee of 1945; 

(ii) The terms of reference of the Royal Commission, 
1957. 


Spens 
“To consider, after obtaining whatever information and evi- 
dence it thinks fit, what ought to be the range of total profes- 
sional income of a registered medical practitioner in any 
publicly organized service of general medical practice; to con- 
sider this with due regard to what have been the normal 
financial expectations of general medical practice in the past, 
and to the desirability of maintaining in the future the proper 
social and economic status of general medical practice and its 
power to attract a suitable type of recruit to the profession ; 

and to make recommendations.” 


Royal Commission 

“ To consider : 

““(a) How the levels of professional remuneration from all 
sources now received by doctors and dentists taking any part in 
the National Health Service compare with the remuneration re- 
ceived by members of other professions, by other members of 
the medical and dental professions, and by people engaged in 
connected occupations ; 

“(b) What, in the light of the foregoing, should be the 
proper current levels of remuneration of such doctors and 
dentists by the National Health Service ; 

“(c) Whether, and if so what, arrangements should be made 
to keep that remuneration under review. 

“ And to make recommendations.” 

It will be seen at once that (a) and (b) in the Royal Com- 
mission's terms of reference are restrictive. The Spens terms 
of reference were concerned with the medical profession in 
its relation to the community as a whole—e.g., the references 
to “the desirability of maintaining in the future the proper 
social and economic status of general medical practice ” and 
the need to maintain recruitment to the profession. 

The B.M.A. considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession, 

To co-operate with the Royal Commission by submitting 
evidence to the Commission would be to acquiesce in the 
abandonment of this principle and to accept the view that 
the economic status achieved by the medical profession in 
the past is of no account, that the promises of successive 
Governments to maintain this status should be dismissed 
from consideration, and that all that matters now is that the 
incomes of doctors should be adjusted to those received by 
members of other “ professions” and “ connected occupa- 
tions,” such as architects, accountants, bankers, solicitors, 
surveyors, pharmaceutical chemists, nurses, physiotherapists, 
chiropodists, laboratory technicians, and dental mechanics. 


PROFESSIONS LOSING GROUND 


It is common knowledge that the professional classes have 
been losing ground in the last 20 years relatively to other 
sections of the community. The terms of reference of the 
Royal Commission can only intensify this decline of the 
professional classes in social and economic status. 


To co-operate with a Royal Commission with such terms 
of reference by submitting evidence to it would, in the 
view of the Council of the B.M.A., be to acquiesce in the 
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arbitration tribunal, since its composition and terms of refer- 
ence have not been agreed upon by the parties to the dispute 
and since neither party is under any obligation to accept its 
recommendations. 

Moreover, it appears to the Council that the terms of 
reference of the Royal Commission are such as to preclude 
it from making just decisions as to the correct levels of 
medical remuneration in the National Health Service. 

The Council considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession. To co-operate with the Royal 
Commission by submitting evidence to the Commission 
would be to acquiesce in the abandonment of this principle 
and to accept the view that the economic status achieved 
by the medical profession in the past is of no account, that 
the promises of successive Governments to maintain this 
status should be dismissed from consideration, and that all 
that matters now is that the incomes of doctors should be 
adjusted to those received by members of other “ profes- 
sions and “connected occupations,” such as architects, 
accountants, bankers, solicitors, surveyors, pharmaceutical 
chemists, nurses, physiotherapists, chiropodists, laboratory 
technicians, and dental mechanics. 

The Prime Minister has suggested that an exchange of 
letters regarding the interpretation to be placed by the Royal 
Commission on its terms of reference might reassure the 
profession, but the Council is advised that the terms of 
reference in their present form cannot be so construed as 
to ensure the observance of the principle referred to above. 
This could be ensured only by a radical amendment of the 
terms themselves. 

Again, although the claim lodged by the Negotiating 
Committee was for an adjustment only of the remunera- 
tion of general practitioners and hospital medical staffs, 
the Council is strongly of the opinion that a full review of 
medical remuneration—the declared purpose for which the 
Royal Commission was appointed—should include con- 
sideration of the incomes of doctors employed by local 
authorities. It understands, however, that it is not intended 
that the Commission should pronounce on the remuneration 
of these members of the profession. 

The Council feels sure that the existence of this unhappy 
dispute, due to the refusal of the Government to allow 
either negotiation or arbitration, is deplored by the whole 
profession, and that, if the present claim were satisfactorily 
settled, the profession would then be entirely willing to 
engage in discussions with the Government on _ the 
machinery for periodical adjustments of remuneration in 
the future with a view to preventing a recurrence of crises 
of this kind. 

The Council recommends : 

Recommendation: (1) That, in the opinion of the Represen- 
tative Body, in present circumstances it is undesirable that the 
Association should co-operate in any way with the Royal 
Commission on the Remuneration of Doctors and Dentists; 
(2) that, if at a later date circumstances should so alter as to 
enable the Representative Body to reconsider its attitude to the 
Royal Commission, any decision to participate be conditional 
on the inclusion of all public health medical officers within the 
terms of reference of the Royal Commission. 


Health Services in the Future 


The record of the Government's treatment of the profes- 
sion in this and other matters has brought home defects in 
the relationship between Medicine and the State in the 
National Health Service as now constituted. The Council 
has formed the view—which it believes to be shared by 
many thoughtful members of the Association who have at 


heart the maintenance of the best traditions of the profes- 
sion—that the time has come when the Association should 
institute a comprehensive review of medical services ad- 
ministered by the State in the light of nine years’ experience 
of the National Health Service. The Council suggests that 
this review should be undertaken by a Committee fully 
representative of the interests concerned, medical and lay. 
The aim would be to eradicate those faults of the present 
system which cause dissatisfaction to the public and frustra- 
tion to the profession. 
The Council recommends: 

Recommendation: That the Council be instructed to insti- 
tute an inquiry into the whole field of publicly administered 
medical services in the light of the experience gained of the 
National Health Service since 1948. 


B.M.A. MEMORANDUM TO MEMBERS 
OF PARLIAMENT 


Last week the Association's Public Relations Officer, Mr. 
John Pringle, sent a memorandum headed “A Crisis of 
Confidence” to Members of both Houses of Parliament. It 
is reproduced here in full. 


SOME NOTES ON THE DISPUTE WITH THE 
GOVERNMENT 


The medical profession entered the National Health Ser- 
vice in 1948 on a promise by the Minister of Health that the 
Government accepted—without reservation—the recommend- 
ations of the Spens Reports. No responsible person in or 
out of the Government has ever denied that these pledges 
were in fact given—and accepted—and that it was on this 
basis that the profession entered into a completely new 
relationship with the State. 

What has been in dispute from time to time has been the 
interpretation of the Spens Reports themselves. In 1950 
differences developed between the Government and the pro- 
fession. These differences were, by agreement, referred to an 
adjudicator, Mr. Justice Danckwerts, who was asked to deter- 
mine the proper remuneration of general practitioners : 

“in order to give effect to the recommendations of the Spens 

Committee, having regard to the change in the value of money 

since 1939, to the increases which have taken place in incomes 

in other professions, and to all other relevant factors.” 


The Danckwerts adjudication was accepted both by the 
Government and the profession. 

In the five years following the Danckwerts award the 
value of money fell by at least 24%. Increases have been 
given to many other professions, and many groups in the 
community have enjoyed increases ranging from 30 to 40%. 
The medical profession has received nothing. 


RESTRAINT BY THE PROFESSION 


Out of consideration for the country’s economic diffi- 
culties, and in deference to the Government's appeals for 
restraint, the profession has year by year refrained from 
making any fresh claim. What was proper remuneration 
in 1951 cannot be right in 1957, A claim for an increase of 
not less than 24% in the remuneration of general practi- 
tioners, consultants, and other hospital medical staff was 
submitted to the Government last year. It was submitted 
on June 14, 1956. But, in fact, intention to claim had been 
notified to the Government as far back as February, 1956. 

The claim was backed by the highest economic and legal 
advice. The arguments used in it appear to the profession 
to be unanswerable. On no single occasion have the 
Government attempted to answer them. They have refused 
to consider the claim at all. This is the outstanding fact 
which disposes of the argument that the doctors are 
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“unreasonable” people who are asking to be “ insulated ” 
for ever and ever against rising prices by their insistence on 
the Spens Reports. 


Apart altogether from Spens, the Government have 
refused to look at the claim even on its simple merits— 
in 1951. 


Representatives of the Negotiating Committee of the pro- 
fession have met the Minister of Health on three occasions, 
and the Joint Chairmen met the Prime Minister on March 12, 
merely to be informed of Government decisions. As at the 
present date, the following is the situation: 


Refusal to examine the claim. 
Refusal to negotiate. 
Refusal to arbitrate. 


THE ROYAL COMMISSION 


The situation has been worsened by the method which the 
Government have adopted and which the profession see as 
an effort to escape alike from their difficulties and their 
obligations to it. 

Without a single word of consultation with the profession 
the Government have set up a Royal Commission to review 
medical remuneration. This announcement has been widely 
and trenchantly criticized as a transparent device for shelv- 
ing the Government's responsibility. 

The B.M.A. Council was determined not to rush into 
taking a “snap” decision about this Royal Commission. 
The highest legal advice available to the Council was taken. 
The question of the profession's attitude to the Commission 
has been under careful examination for well over a month. 

After all this consideration the B.M.A. Council yesterday 
reached a decision to recommend to the doctors that : 


it is undesirable in present circumstances that the Associa- 
tion should co-operate in any way with the Royal Com- 
mission on the remuneration of doctors and dentists. 


This is a very grave decision. It is hoped that Members 
of Parliament will appreciate that it has not been reached 
lightly. It scarcely needs saying, we trust, that not the 
slightest suggestion of disrespect to the chairman and mem- 
bers of the Commission is intended ; still less, the least dis- 
respect to the Crown. 

Everyone knows the facts regarding the appointment of 
Royal Commissions. They are set up by the Crown, but 
on the advice of the Government of the day. The job 
they have to do is determined by the Government of the day. 
Their terms of reference are the Government's. If their 
appointment and terms of reference are misconceived, it is 
the Government which must bear the criticism, and nobody 
else. 

The B.M.A. Council has come to its decision because: 

(1) The profession has repeatedly made it clear that it 
would welcome the submission of its pay claim to indepen- 
dent arbitration and would abide by the result. On March 
18, referring to industrial disputes, the Prime Minister said : 

“ Surely this is a time when we should accept some form 
of arbitration rather than have recourse to self-destructive 
struggles. . . . In the long run, and for the common good, 
an umpire is better than a duel.” 

It will be argued by Government spokesmen that the Royal 
Commission constitutes “some form of arbitration.” This 
is not so. 


The Royal Commission cannot be regarded as an 
arbitration tribunal, since its composition and terms of 
reference have not been agreed by the parties to the 
dispute and since neither party is under any obligation to 
accept its recommendations. 

(2) The terms of reference of the Royal Commission pre- 
judge the issue in favour of the Government. This question 
of the terms of reference is, of course, fundamental. Any 
ordinary committee, still more a Royal Commission, is 
bound, throughout its proceedings, to have a continuous 
regard to the job it is asked to do as set out in its terms of 


reference. It must not, and cannot, go outside its terms of 
reference. The value of its recommendations will be weighed 
by all concerned according to how strictly it has answered 
the questions put to it. 

Below are the two sets of terms of reference: 


(i) The terms of reference for the (General Practitioner) 
Spens Committee of 1945 ; 

(ii) The terms of reference of the Royal Commission, 
1957. 


Spens 
“To consider, after obtaining whatever information and evi- 
dence it thinks fit, what ought to be the range of total profes- 
sional income of a registered medical practitioner in any 
publicly organized service of general medical practice; to con- 
sider this with due regard to what have been the normal 
financial expectations of general medical practice in the past, 
and to the desirability of maintaining in the future the proper 
social and economic status of general medical practice and its 
power to attract a suitable type of recruit to the profession; 

and to make recommendations.” 


Royal Commission 

“ To consider : 

“(a) How the levels of professional remuneration from all 
sources now received by doctors and dentists taking any part in 
the National Health Service compare with the remuneration re- 
ceived by members of other professions, by other members of 
the medical and dental professions, and by people engaged in 
connected occupations ; 

“(b) What, in the light of the foregoing, should be the 
proper current levels of remuneration of such doctors and 
dentists by the National Health Service ; 

“(c) Whether, and if so what, arrangements should be made 
to keep that remuneration under review. 

“ And to make recommendations.” 

It will be seen at once that (a) and (b) in the Royal Com- 
mission's terms of reference are restrictive. The Spens terms 
of reference were concerned with the medical profession in 
its relation to the community as a whole—e.g., the references 
to “the desirability of maintaining in the future the proper 
social and economic status of general medical practice ” and 
the need to maintain recruitment to the profession. 

The B.M.A. considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession. 

To co-operate with the Royal Commission by submitting 
evidence to the Commission would be to acquiesce in the 
abandonment of this principle and to accept the view that 
the economic status achieved by the medical profession in 
the past is of no account, that the promises of successive 
Governments to maintain this status should be dismissed 
from consideration, and that all that matters now is that the 
incomes of doctors should be adjusted to those received by 
members of other “ professions” and “ connected occupa- 
tions,” such as architects, accountants, bankers, solicitors, 
surveyors, pharmaceutical chemists, nurses, physiotherapists, 
chiropodists, laboratory technicians, and dental mechanics. 


PROFESSIONS LOSING GROUND 


It is common knowledge that the professional classes have 
been losing ground in the last 20 years relatively to other 
sections of the community. The terms of reference of the 
Royal Commission can only intensify this decline of the 
professional classes in social and economic status. 

To co-operate with a Royal Commission with such terms 
of reference by submitting evidence to it would, in the 
view of the Council of the B.M.A., be to acquiesce in the 
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arbitration tribunal, since its composition and terms of refer- 
ence have not been agreed upon by the parties to the dispute 
and since neither party is under any obligation to accept its 
recommendations. 

Moreover, it appears to the Council that the terms of 
reference of the Royal Commission are such as to preclude 
it from making just decisions as to the correct levels of 
medical remuneration in the National Health Service. 

The Council considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession. To co-operate with the Royal 
Commission by submitting evidence to the Commission 
would be to acquiesce in the abandonment of this principle 
and to accept the view that the economic status achieved 
by the medical profession in the past is of no account, that 
the promises of successive Governments to maintain this 
status should be dismissed from consideration, and that all 
that matters now is that the incomes of doctors should be 
adjusted to those received by members of other “ profes- 
sions’ and “connected occupations,” such as architects, 
accountants, bankers, solicitors, surveyors, pharmaceutical 
chemists, nurses, physiotherapists, chiropodists, laboratory 
technicians, and dental mechanics. 

The Prime Minister has suggested that an exchange of 
letters regarding the interpretation to be placed by the Royal 
Commission on its terms of reference might reassure the 
profession, but the Council is advised that the terms of 
reference in their present form cannot be so construed as 
to ensure the observance of the principle referred to above. 
This could be ensured only by a radical amendment of the 
terms themselves. 

Again, although the claim lodged by the Negotiating 
Committee was for an adjustment only of the remunera- 
tion of general practitioners and hospital medical staffs, 
the Council is strongly of the opinion that a full review of 
medical remuneration—the declared purpose for which the 
Royal Commission was appointed—should include con- 
sideration of the incomes of doctors employed by local 
authorities. It understands, however, that it is not intended 
that the Commission should pronounce on the remuneration 
of these members of the profession. 

The Council feels sure that the existence of this unhappy 
dispute, due to the refusal of the Government to allow 
either negotiation or arbitration, is deplored by the whole 
profession, and that, if the present claim were satisfactorily 
settled, the profession would then be entirely willing to 
engage in discussions with the Government on the 
machinery for periodical adjustments of remuneration in 
the future with a view to preventing a recurrence of crises 
of this kind. 

The Council recommends: 

Recommendation: (1) That, in the opinion of the Represen- 
tative Body, in present circumstances it is undesirable that the 
Association should co-operate in any way with the Royal 
Commission on the Remuneration of Doctors and Dentists ; 
(2) that, if at a later date circumstances should so alter as to 
enable the Representative Body to reconsider its attitude to the 
Royal Commission, any decision to participate be conditional 
on the inclusion of all public health medical officers within the 
terms of reference of the Royal Commission. 


Health Services in the Future 


The record of the Government's treatment of the profes- 
sion in this and other matters has brought home defects in 
the relationship between Medicine and the State in the 
National Health Service as now constituted. The Council 
has formed the view—which it believes to be shared by 
many thoughtful members of the Association who have at 


heart the maintenance of the best traditions of the profes- 
sion—that the time has come when the Association should 
institute a comprehensive review of medical services ad- 
ministered by the State in the light of nine years’ experience 
of the National Health Service. The Council suggests that 
this review should be undertaken by a Committee fully 
representative of the interests concerned, medical and lay. 
The aim would be to eradicate those faults of the present 
system which cause dissatisfaction to the public and frustra- 
tion to the profession. 
The Council recommends: 

Recommendation: That the Council be instructed to insti- 
tute an inquiry into the whole field of publicly administered 
medical services in the light of the experience gained of the 
National Health Service since 1948. 


B.M.A. MEMORANDUM TO MEMBERS 
OF PARLIAMENT 


Last week the Association's Public Relations Officer, Mr. 
John Pringle, sent a memorandum headed “A Crisis of 
Confidence” to Members of both Houses of Parliament. It 
is reproduced here in full. 


SOME NOTES ON THE DISPUTE WITH THE 
GOVERNMENT 


The medical profession entered the National Health Ser- 
vice in 1948 on a promise by the Minister of Health that the 
Government accepted—without reservation—the recommend- 
ations of the Spens Reports. No responsible person in or 
out of the Government has ever denied that these pledges 
were in fact given—and accepted—and that it was on this 
basis that the profession entered into a completely new 
relationship with the State. 

What has been in dispute from time to time has been the 
interpretation of the Spens Reports themselves. In 1950 
differences developed between the Government and the pro- 
fession. These differences were, by agreement, referred to an 
adjudicator, Mr. Justice Danckwerts, who was asked to deter- 
mine the proper remuneration of general practitioners : 

“in order to give effect to the recommendations of the Spens 

Committee, having regard to the change in the value of money 

since 1939, to the increases which have taken place in incomes 

in other professions, and to all other relevant factors.” 


The Danckwerts adjudication was accepted both by the 
Government and the profession. 

In the five years following the Danckwerts award the 
value of money fell by at least 24%. Increases have been 
given to many other professions, and many groups in the 
community have enjoyed increases ranging from 30 to 40%. 
The medical profession has received nothing. 


RESTRAINT BY THE PROFESSION 


Out of consideration for the country’s economic diffi- 
culties, and in deference to the Government's appeals for 
restraint, the profession has year by year refrained from 
making any fresh claim. What was proper remuneration 
in 1951 cannot be right in 1957. A claim for an increase of 
not less than 24% in the remuneration of general practi- 
tioners, consultants, and other hospital medical staff was 
submitted to the Government last year. It was submitted 
on June 14, 1956. But, in fact, intention to claim had been 
notified to the Government as far back as February, 1956. 

The claim was backed by the highest economic and legal 
advice. The arguments used in it appear to the profession 
to be unanswerable. On no single occasion have the 
Government attempted to answer them. They have refused 
to consider the ciaim at all. This is the outstanding fact 
which disposes of the argument that the doctors are 
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“unreasonable” people who are asking to be “ insulated ” 
for ever and ever against rising prices by their insistence on 
the Spens Reports. 


Apart altogether from Spens, the Government have 
refused to look at the claim even on its simple merits— 
in 1951. 


Representatives of the Negotiating Committee of the pro- 
fession have met the Minister of Health on three occasions, 
and the Joint Chairmen met the Prime Minister on March 12, 
merely to be informed of Government decisions. As at the 
present date, the following is the situation: 


Refusal to examine the claim. 
Refusal to negotiate. 
Refusal to arbitrate. 


THE ROYAL COMMISSION 


The situation has been worsened by the method which the 
Government have adopted and which the profession see as 
an effort to escape alike from their difficulties and their 
obligations to it. 

Without a single word of consultation with the profession 
the Government have set up a Royal Commission to review 
medical remuneration. This announcement has been widely 
and trenchantly criticized as a transparent device for shelv- 
ing the Government's responsibility. 

The B.M.A. Council was determined not to rush into 
taking a “snap” decision about this Royal Commission. 
The highest legal advice available to the Council was taken. 
The question of the profession's attitude to the Commission 
has been under careful examination for well over a month. 

After all this consideration the B.M.A. Council yesterday 
reached a decision to recommend to the doctors that : 


it is undesirable in present circumstances that the Associa- 
tion should co-operate in any way with the Royal Com- 
mission on the remuneration of doctors and dentists. 


This is a very grave decision. It is hoped that Members 
of Parliament will appreciate that it has not been reached 
lightly. It scarcely needs saying, we trust, that not the 
slightest suggestion of disrespect to the chairman and mem- 
bers of the Commission is intended ; still less, the least dis- 
respect to the Crown. 

Everyone knows the facts regarding the appointment of 
Royal Commissions. They are set up by the Crown, but 
on the advice of the Government of the day. The job 
they have to do is determined by the Government of the day. 
Their terms of reference are the Government's. If their 
appointment and terms of reference are misconceived, it is 
the Government which must bear the criticism, and nobody 
else. 

The B.M.A. Council has come to its decision because: 

(1) The profession has repeatedly made it clear that it 
would welcome the submission of its pay claim to indepen- 
dent arbitration and would abide by the result. On March 
18, referring to industrial disputes, the Prime Minister said : 

“ Surely this is a time when we should accept some form 
of arbitration rather than have recourse to self-destructive 
struggles. . . . In the long run, and for the common good, 
an umpire is better than a duel.” 

It will be argued by Government spokesmen that the Royal 
Commission constitutes “some form of arbitration.” This 
is not so. 


The Royal Commission cannot be regarded as an 
arbitration tribunal, since its composition and terms of 
reference have not been agreed by the parties to the 
dispute and since neither party is under any obligation to 
accept its recommendations. 

(2) The terms of reference of the Royal Commission pre- 
judge the issue in favour of the Government. This question 
of the terms of reference is, of course, fundamental. Any 
ordinary committee, still more a Royal Commission, is 
bound, throughout its proceedings, to have a continuous 
regard to the job it is asked to do as set out in its terms of 


reference. It must not, and cannot, go outside its terms of 
reference. The value of its recommendations will be weighed 
by all concerned according to how strictly it has answered 
the questions put to it. 

Below are the two sets of terms of reference: 


(i) The terms of reference for the (General Practitioner) 
Spens Committee of 1945 ; 

(ii) The terms of reference of the Royal Commission, 
1957. 


Spens 
“To consider, after obtaining whatever information and evi- 
dence it thinks fit, what ought to be the range of total profes- 
sional income of a registered medical practitioner in any 
publicly organized service of general medical practice; to con- 
sider this with due regard to what have been the normal 
financial expectations of general medical practice in the past, 
and to the desirability of maintaining in the future the proper 
social and economic status of general medical practice and its 
power to attract a suitable type of recruit to the profession; 

and to make recommendations.” 


Royal Commission 

“ To consider : 

“(a) How the levels of professional remuneration from all 
sources now received by doctors and dentists taking any part in 
the National Health Service compare with the remuneration re- 
ceived by members of other professions, by other members of 
the medical and dental professions, and by people engaged in 
connected occupations ; 

“(b) What, in the light of the foregoing, should be the 
proper current levels of remuneration of such doctors and 
dentists by the National Health Service ; 

“(c) Whether, and if so what, arrangements should be made 
to keep that remuneration under review. 

“ And to make recommendations.” 

It will be seen at once that (a) and (b) in the Royal Com- 
mission's terms of reference are restrictive. The Spens terms 
of reference were concerned with the medical profession in 
its relation to the community as a whole—e.g., the references 
to “the desirability of maintaining in the future the proper 
social and economic status of general medical practice " and 
the need to maintain recruitment to the profession. 

The B.M.A. considers it to be of fundamental importance 
that, in the interests of the Health Service and the general 
community, the profession should hold fast to the principle 
enunciated in the terms of reference of the Spens Com- 
mittees—the principle that the incomes of medical practi- 
tioners engaged in a publicly organized health service should 
be fixed with due regard to the financial expectations of 
medical practice in the past and to the desirability of main- 
taining in the future the proper social and economic status 
of medical practice and its power to attract a suitable type 
of recruit to the profession. 

To co-operate with the Royal Commission by submitting 
evidence to the Commission would be to acquiesce in the 
abandonment of this principle and to accept the view that 
the economic status achieved by the medical profession in 
the past is of no account, that the promises of successive 
Governments to maintain this status should be dismissed 
from consideration, and that all that matters now is that the 
incomes of doctors should be adjusted to those received by 
members of other “ professions” and “connected occupa- 
tions,” such as architects, accountants, bankers, solicitors, 
surveyors, pharmaceutical chemists, nurses, physiotherapists, 
chiropodists, laboratory technicians, and dental mechanics. 


PROFESSIONS LOSING GROUND 


It is common knowledge that the professional classes have 
been losing ground in the last 20 years relatively to other 
sections of the community. The terms of reference of the 
Royal Commission can only intensify this decline of the 
professional classes in social and economic status. 

To co-operate with a Royal Commission with such terms 
of reference by submitting evidence to it would, in the 
view of the Council of the B.M.A., be to acquiesce in the 
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view that the economic status agreed for the medical 

profession in the past is of no account. 

The Prime Minister has suggested (in his interview with 
Sir Russell Brain and Dr. Talbot Rogers) that an “ exchange 
of letters" regarding the interpretation to be placed by the 
Royal Commission on its terms of reference might in some 
way reassure the profession. The Council is unable to see 
how this would help. The Royal Commission must be 
guided by its express terms of reference and nothing else. 
The Council is advised on the highest legal authority that 
no exchange of letters can radically alter the plain meaning 
of these terms. 

The Council would like Members of Parliament to be 
assured on one other matter. 


This unhappy dispute need never have happened. It is 
only due to the refusal of the Government to allow either 
negotiation or arbitration. Only the Health Service can 
suffer. This the profession has no wish to see happen, 
and the Council gives this pledge : 


If the present claim can be satisfactorily settied by 
negotiation or arbitration, the medical profession will 
then be willing to engage in discussions with the Govern- 
ment on the machinery for periodical adjustments of 
remuneration in the future, with a view to preventing a 
recurrence of crises of this kind. 


But the Council is convinced that the Royal Commission, 
with its present terms of reference—-however interpreted— 
can neither deal properly with the present claim nor provide 
a Satisfactory basis for the future. 


HEALTH SERVICES IN THE FUTURE 


The record of the Government in its dealings with the 
profession in this and other matters has led to a “ crisis of 
confidence " between Medicine and the State which is now 
going much deeper than remuneration. The mere fact that 
it has been possible for the profession to suffer the treat- 
ment recently accorded it by the present Government is 
clear evidence that something is radically wrong in the rela- 
tionship between Medicine and the State in the National 
Health Service as now constituted. 

The B.M.A. Council decided yesterday that the Associa- 
tion itself should institute a comprehensive review of medi- 
cal services administered by the State in the light of nine 
years’ experience of the present National Health Service. 

The Council intends that this review should be undertaken 
by a Committee fully representative of the interests con- 
cerned, medical and lay. The aim will be to eradicate those 
faults of the present system which cause dissatisfaction to 
the public and frustration to the profession. 

The B.M.A. is convinced that the time has now arrived 
for a full examination of present health services, an exami- 
nation which will continue irrespective of any settlement 
which may be arrived at of the profession's present 
remuneration dispute with the Government. 


REMUNERATION CLAIM 


DIARY OF EVENTS 


1946 

April.—Report of the Interdepartmental Committee on 
Remuneration of General Practitioners (G.P. Spens Com- 
mittee). 

1948 

May-—Report of the Interdepartmental Committee on the 
Remuneration of Consultants and Specialists (Consultants 
and Specialists Spens Committee). 

These committees were required not merely to recommend 
the proper levels of remuneration in the two branches of the 
profession but also to pay due regard to the desirability of 
maintaining in the future the appropriate social and 


economic status of each section. Committees’ recommenda- 
tions accepted by profession and Government as the basis 
upon which the profession entered the N.H.LS. 


1950 
May 22.—Letter from Permanent Secretary of Ministry of 
Health to B.M.A. “The Minister agrees that the Spens 
Report remains the basis of the remuneration ef general 
medical practitioners until such time as after the usual con- 
sultations some other basis is substituted.” 


1952 

March 24.—Adjudication by Mr. Justice Danckwerts on 
the betterment factor applicable to G.P. remuneration to 
give effect to Spens Committee recommendations, taking into 
account change of value of money since 1939. A betterment 
of 100% awarded as appropriate for 1951 compared with 
1939 (Supplement, March 29, 1952, p. 113). 

June.—Staff Side Committee B, Medical Whitley Council, 
put in claim for betterment for hospital medical staff in light 
of Danckwerts award. 

July 3.—Statement by Minister of Health in Parliament : 

“I want to make it clear that the terms of reference of 

Mr. Justice Danckwerts’s award were confined solely to the 
question of the remuneration of general practitioners in the 
N.H.S. and his award has no wider application. In accepting 
the results of the adjudication, which was of an exceptional 
nature, the Government have by no means adopted the view 
that similar adjustments in other fields should follow. In their 
view, there is no justification for any assumption that the 
appropriate standard of remuneration for the professional 
classes is a rate of 100% above that in force in 1939. They 
consider that remuneration should be determined in the light 
of all relevant circumstances.” 


1954 

April.—Increases made in remuneration of hospital 
medical staff ; regarded by Staff Side of Whitley Committee 
B as restoring balance between consultants and specialists 
and general practitioners as at March, 1951 (Supplement, 
April 10, 1954, p. 145). 

1956 

February.—Minister of Health and Secretary of State for 
Scotland notified of consultants and specialists’ and general 
practitioners’ intention to make a joint remuneration claim. 
Joint Negotiating Committee set up; joint chairmen Sir 
Russell Brain and Dr. A. T. Rogers. 

June 14.—Claim based on Spens Reports submitted to 
Ministers (Supplement, July 28, 1956, p. 75). 

July 13.—Ministers replied ; could not accept premises of 
claim. Government took view that “the remuneration of 
the medical profession, like that of others, must be deter- 
mined from time to time in the light of all relevant circum- 
stances ” and “ that in present circumstances they would not 
feel justified in giving consideration to any claim for a 
general increase in medical remuneration.” 

August 1.—Representatives of Negotiating Committee met 
Ministers. Ministers did not accept Committee’s contention 
that Government had contractual obligation to profession. 
Government's view that Spens Reports merely established a 
starting point and did not entail automatic and periodic 
adjustments of remuneration. 

September 12.—Supplementary memorandum on legal 
aspects of contractual obligation (Supplement, November 3, 
1956, p. 173) submitted to Ministers by Negotiating Com- 
mittee. 

November 21.—Ministers’ reply: still of opinion no con- 
tractual obligation existed ; suggested matter could be tested 
in courts. 

December 19.—Council of B.M.A. decided to overhaul 
British Medical Guild machinery (Supplement, January 5. 
p. 1). 

1957 

January 4.—Negotiating Committee’s representatives met 

Ministers. No progress made. Ministers reiterated that 
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Government had been advised that no legal contractual 
obligation to profession existed. Ministers stated merits of 
claim could not be examined in present economic circum- 
stances. 

January 17.—Change of Ministers of Health in Govern- 
ment reorganization. Mr. D. Vosper appointed. 

February 20.—Negotiating Committee’s representatives 
met Mr. Vosper, who repeated that Government could not 
consider merits of claim as economic position unchanged. 
Minister announced that Royal Commission would be set up 
for full review of medical and dental remuneration. No 
prior consultation about this with profession. Negotiating 
Committee requested its joint chairmen to send immediate 
letter to Prime Minister asking even at that late hour that 
arbitration might be considered (text of letter and Prime 
Minister’s reply, Supplement, March 2, p. 100). 

February 21.—G.M.S. Committee decided to recommend 
resignation of G.P.s from Service if Government did not 
agree to immediate and satisfactory settlement of claim or, 
alternatively, arbitration. 

February 28.—Joint chairmen of Negotiating Committee 
met Minister of Health. Minister unable to enlarge on state- 
ment in Prime Minister's letter that work of Royal Com- 
mission would not preclude some interim adjustment of 
remuneration. Minister repeated Government's offer of 
immediate adjustment of remuneration of junior hospital 
medical staff. 

B.M.A. Council endorsed G.M.S. Committee's decision to 
recommend resignation of G.P.s to special conference. 
Prime Minister’s statement on interim adjustment did not 
fundamentally alter situation. Assurances of support for 
G.P. resignation received from Joint Consultants Committee 
and Public Health Committee. Decision taken to convene 
special representative meeting. Council invited Negotiating 
Committee to approach Prime Minister for clarification of 
statement about interim adjustment. 

Terms of reference of Royal Commission announced in 
Parliament (Journal, March 9, p. 569). 

March 6.—Negotiating Committee asked its joint chair- 
men to approach Prime Minister. 

March 12.—Joint chairmen met Prime Minister. Results 
disappointing. Prime Minister suggested exchange of letters 
might remove doubts about interpretation of terms of 
reference of Royal Commission. Prime Minister made it 
clear that Government did not regard arbitration as 
appropriate. 

March 14.—Emergency meeting of G.M.S. Committee. 
Decision taken to recommend that, in present circumstances, 
the Council should not co-operate in any way with Royal 
Commission. 

March 22.—Emergency meeting of Public Health Com- 
mittee. G.M.S. Committee’s recommendation to Council 
that Association should not co-operate with Royal Commis- 
sion endorsed. Exclusion of public health doctors from 
terms of reference of Royal Commission deplored. Any 
future decision to participate in Royal Commission should 
be conditional on inclusion of public health medical officers 
in terms of reference. 

March 23.—G.MS. Committee’s recommendation to 


‘special conference on April 30 and plan for organization of 


general practice in event of withdrawal from Service pub- 
lished (Supplement, March 23, p. 123). 

March 27.—B.M.A. Council met. Endorsed G.M.S. Com- 
mittee’s recommendation that the Association should not 
under present circumstances co-operate in any way with 
Royal Commission. Considered that terms of reference 
precluded Royal Commission from making just decisions on 
levels of medical remuneration in the N.H.S. Decision taken 
to recommend to special representative meeting on May | 
that Council be instructed to institute inquiry into whole 
field of pub!’-ly administered medical services. 

March 28~ Memorandum on dispute with Government 
sent by Association’s Public Relations Officer to members 
of both Houses of Parliament (see p. 150 of this 
Supplement). 


PUBLIC HEALTH COMMITTEE 


ATTITUDE TO ROYAL COMMISSION 


A special meeting of the Public Health Committee was held 
at B.M.A. House on March 22. Dr. J. B. TiLLey occupied 
the chair. The meeting was convened by the chairman to 
discuss the Government's intention that the remuneration 
of public health medical officers should not be considered 
by the Royal Commission. The Committee had before it a 
resolution passed by the G.M.S. Committee at its meeting 
on March 21, in the form of a recommendation to Council, 
that, in present circumstances, the Council should not co- 
operate with the Royal Commission. 

After a debate held in camera the Committee passed 
unanimously two resolutions: 

(1) That the Council be informed that the Committee pledges 
its full support for the recommendation of the General Medical 
Services Committee. 

(2) That, on the assumption that the Council adopts the recom- 
mendation of the General Medical Services Committee, if at a 
later date circumstances should so alter as to enable the Council 
to reconsider its attitude to the Royal Commission, any decision 
to participate should be conditional on the inclusion of all public 
health medical officers within the terms of reference of the Royal 
Commission. 

It was reported that no reply had yet been received from 
the Ministry to the Council’s request for an independent 
inquiry into the remuneration of public health medical 
officers. 

It agreed that, in the event of an independent inquiry being 
offered, another meeting of the Public Health Committee 
would be convened. 


JUNIOR HOSPITAL MEDICAL STAFF 


PAY INCREASES 


All hospital authorities have received instructions from the 
Ministry of Health to increase by 10% from April | the 
salaries of hospital medical and dental staff up to the grade 
of senior registrar. This follows the statement by the Prime 
Minister on March 12 that these increases would be made. 
The new rates per annum for whole-time appointments (with 
the old in brackets) are as follows: 

Senior registrar: £1,210 in first year (£1,100); £1,320 in second 
year (£1,200); £1,430 in third year (£1,300); £1,540 in fourth 
and any subsequent year (£1,400). Registrar: £935 in first year 
(£850); £1,061 10s. in second and any subsequent year (£965). 
Junior hospital medical officer: commencing at £852 10s. (£775) 
and rising by annual increments of £55 to £1,182 10s. (£1,075). 
Senior house officer: £819 10s. (£745). House officer: £467 10s. 
for first post held (£425); £522 10s. for second post held (£475); 
£577 10s. for third and subsequent post held (£525). 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 


The Committee set up by the Scottish Health Services Council 
to review maternity services in Scotland recently held a meet- 
ing to begin hearing oral evidence from selected organizations. 
The Committee’s terms of reference are: “ To consider, through 
a professional subcommittee in the first place, the range of pro- 
vision which should be available in the National Health Service 
in the interests of the mother and child during pregnancy, confine- 
ment, and lying-in; and to advise how best such provision can 
be secured within the framework of the Service.” The chairman 
of the committee is Professor Montgomery, who is chairman of 
the Scottish Health Services Council. The medical secretary is 
Dr. Mabel Mitchell, of the Department of Health. 
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The Council of the British Medical Association met at 
B.M.A. House on March 27, with Dr. S. WAND in the chair. 

A great deal of the afternoon session was spent in con- 
sidering the Council's report to the Special Representative 
Meeting to be held on May 1. This report and Council's 
recommendations to the Representative Body are published 
in the opening pages of this Supplement. 


Obituary 
The CHAIRMAN reported with regret the deaths of Isaac 
Jones, a member of Council, and of Robert Walter Dickson 
Leslie and William Stobie, former members of Council. 


Late Mr. Harry Cooper 

In paying tribute to the late Mr. Harry Cooper, the 
CHAIRMAN said it was doubtful whether there had been a 
more loyal supporter ameng the Association’s own members 
than Mr. Harry Cooper. He was a man who loved the 
Association and all members of the Association had loved 
him. His speech at the Brighton Meeting would never be 
forgotten. 

Member Honoured 

The Council received with pleasure a report that 
Lieutenant-Colonel Keith Fielding Stephens, R.A.M.C., 
had been appointed an Officer of the Military Division 
of the Order of the British Empire in recognition of 
distinguished services in Cyprus. 


Reports on A.R.M. Resolutions 
Council agreed to recommend to the Representative Body, 
as an economy measure, that the following resolution of 
the A.R.M., 1954, be rescinded: 

That this Meeting requests that when a resolution is passed 
at a Representative Meeting, the Division or Divisions con- 
cerned in moving the resolution be kept informed of the steps 
taken to implement the resolution. 

It was agreed to recommend instead that Divisions should 
be informed of the final decision. 


Hungarian Medical Refugees 
It was reported that contributions to the B.M.A. Hun- 
garian Relief Fund now amounted to £748. 


Empire Medical Advisory Bureau 

Mr. A. M. A. Moore, Chairman of Committee of 
Management, presented the reports of the Empire Medi- 
cal Advisory Bureau and the International Medical Visitors’ 
Bureau. During 1956, 1,688 new inquirers made use of 
the Empire Medical Advisory Bureau and the International 
Medical Visitors’ Bureau, and 883 made their first personal 
calls at the Bureaux. The total number of visitors old and 
new during the year was 2,692. 

The Council recorded grateful appreciation of the services 
of Mr. L. R. Broster during the five years of his chairman- 
ship, and of the Medical Director and staff of the Bureaux. 

The reports were adopted. 


Organization Committee 

Dr. RonaLp Gisson, Chairman of the Organization Com- 
mittee, presented the report of that committee which con- 
tained various recommendations for the revision of standing 
orders of Council. It also contained a recommendation that 
in place of the Young Practitioners Committee of the 
Association, recommended by the Constitution Committee, 
the Council should approve in principle the convening of 
an informal conference which should meet once a year for 
the discussion of problems of particular interest to the 
junior member of the Association ; and that it be referred 


to the Organization Committee to submit a detailed recom- 
mendation covering the arrangements for such a conference. 

If this recommendation were adopted it would mean that 
once a year representatives of doctors employed in all types 
of junior appointments—for example, junior commissioned 
ranks in the regular armed Forces, unestablished general 
practitioners, junior and senior housemen and registrars in 
teaching and non-teaching hospitals, and those holding 
junior appointments in the public health service, etc.—could 
meet together with their senior colleagues on the respective 
standing committees to review the work of the Association 
on behalf of junior members during the year. It would also 
provide a forum for the discussion of new problems of 
particular interest to the junior member. 

Dr. W. E. Dornan recalled that the matter was first raised 
at the Cardiff Meeting in 1955, and since then there had 
been the feeling among the younger practitioners that a 
young practitioners committee was needed. This was partly 
due to the fact that the young people did not believe that 
a subcommittee which normally met once a year could 
properly represent them. A second criticism was that a 
subcommittee could report only to its parent body and had 
no direct access to the Council. The young practitioners 
wanted a body which had power to make recommendations 
direct to the Council. 

Pointing out that in January the Constitution Committee's 
report had the support, in principle, of the Organization 
Committee, Dr. Dornan complained that it was not until 
he received the Council agenda that he was made aware of 
the volte-face on the part of the Organization Committee. 

Dr. F. Gray said that the matter was carefully considered 
by the Assistants and Unestablished Practitioners’ Subcom- 
mittee of the G.M.S. Committee, and at the conclusion of 
some hard thinking one young assistant said, “I do not see 
what this committee will do.” Dr. Gray pointed out that 
there would be absolute chaos if any section of the Associa- 
tion could come directly to Council. “I welcome the change 
of view of the Organization Committee,” he said, “and 
will support it.” 

Dr. A. Brown asked whether the difficulty was not one of 
appointing delegates to such a conference. It would seem 
that all the conference would do would be to allow young 
practitioners to let off steam. 

Dr. J. A. PripHaAM pleaded with Council not to turn down 
the recommendation out of hand, thus leaving the young 
practitioners with no adequate representation. 

Dr. J. B. W. Rowe expressed the hope that Council 
would adopt the recommendation if only, he said, for the 
opportunity it would afford of educating the younger mem- 
bers and of developing those who would succeed present 
members of Council in the future. 

Dr. J. A. L. VAUGHAN Jones said it was absolutely funda- 
mental at the moment that the young practitioners should 
know that the Council was not unmindful of their wishes 
and problems. On the motion of Dr. I. D. Grant, Chair- 
man of the Representative Body, seconded by Mr. A. 
LAWRENCE ABEL, the question was referred back for fur- 
ther consideration by the Organization Committee. It was 
stressed that Council wished to give effect to the desire to 
provide a platform of some kind for the young practi- 
tioners, and that in producing a scheme the Organization 
Committee would go into greater detail, including some 
financial implications. 


Postage on Library Books 
A recommendation in the report of the Finance Com- 
mittee that the temporary suspension of the payment by the 
Association of outward postage on library books be put into 
effect forthwith was approved. 
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General Medical Services Committee 


In discussing a recommendation moved by Dr. TaLBoT 
ROGERs, Chairman of the G.M.S. Committee, that at an 
appropriate time in the future discussions be initiated with 
officers of the Ministry of Health on the provision of drugs 
for private patients, Dr. ALEXANDER BROWN said that the 
G.M.S. Committee did not apparently consider that the pre- 
sent was the right time to initiate discussions. In his view 
there were several reasons why the Association should go 
forward with the claim for drugs for private patients. The 
time to endeavour to get a settlement was now. 

Dr. F. Gray said it would be disastrous if those occupied 
in the main struggle were forced to devote a great deal of 
time to a less important issue. The G.M.S. Committee had 
passed the resolution approving the point in principle and 
had left it to the good sense of Council to state when the 
appropriate time would be. 

Dr. R. HaLe-Wuire said that an added reason why the 
present was an admirable opportunity to press forward with 
the matter was that private patients were beginning to 
wonder whether they could possibly continue being private 
patients in the circumstances. 

Dr. TaLBot Rocers, in reply, stated that in his view the 
appropriate time for the action suggested was not the 
present. 

A vote on the recommendation was taken by show of 
hands, and the recommendation was adopted by 20 votes to 
13 votes. 

The report was adopted. 


Central Consultants and Specialists Committee 


Mr. T. Hotmes Chairman of the Committee, 
presented the report and moved its adoption. 

Dr. W. WooLLey expressed disappointment at not finding 
any mention whatever of the remuneration issue in the 
report. He suggested that the Committee should consider 
some form of levy to help the general practitioners in their 
fight, which would go a long way towards holding the two 
parties together. 

Mr. Hoimes explained that his Committee had 
not yet had an opportunity of considering the latest develop- 
ments in the remuneration dispute. 


Journal Committee 

Dr. J. G. M. HAMILTON presented the report of the Journal 
Committee, and informed Council that the figures for the 
Journal up to date were gratifyingly better than those in the 
budget. 

Dr. E. C. Dawson (Derby) criticized the way the re- 
muneration issue had been presented in the Journal, and sug- 
gested that the whole of the front page of the Supplement 
should be devoted every week to news on the remuneration 
issue until it was settled. 

Dr. W. Woo iey (Bristol), dissenting from this view, said 
that at a recent meeting he had been asked by over 50 mem- 
bers of the Association, together with two non-members, to 
congratulate the Journal staff on the way in which the case 
for the Association had been presented. Dr. IAN GRANT, 
also disagreeing with Dr. Dawson's criticism, warmly com- 
mended the leading article “ What is the Case ?,” which 
appeared in the Journal of March 23. 

Dr. HAMILTON, in reply, said it would, of course, be 
wrong for the Council to start editing the Journal, but he 
assured members that the Editor would consider suggestions 


and criticisms. 
Public Health 

The Chairman of the Public Health Committee, Dr. J. B. 
Tey, in presenting the Committee’s report, moved a 
recommendation that the Council should reaffirm to the 
Ministry of Health its view that a dangerous situation was 
arising from the arrival in this country of immigrants with 
communicable diseases, and that Government action should 
be taken in the matter, including a requirement of com- 
pulsory chest x-ray for all immigrants before entry to the 
country. 


Dr. H. D. CHALKE said that the attitude of the Govern- 
ment was exemplified in what happened in the case of the 
Hungarian refugees. When the first contingent arrived mass 
x-ray units were made available, but were told to do nothing 
about it, yet one in six of those refugees had a case history 
of tuberculosis or of contact with the disease. Many were 
working in mines all over the country in close contact with 
other workers. The Government should be urged to do 
something about it, and Dr. Chalke suggested that the case 
of the Hungarian refugees should be incorporated in the 
Public Health Committee’s recommendation, 

An amendment to a recommendation suggested by Dr. 
J. B. W. Rowe, that the immigrants should have a compul- 
sory chest x-ray before leaving their own country, was 
agreed to. 

Dr. H. H. D. SUTHERLAND pointed out that tuberculosis 
was not the only danger. Gonorrhoea presented another 
great problem. There had never been so many cases in the 
Paddington area for many years, said Dr. Sutherland, and 
the country was in great danger from a spread of the disease. 

The recommendation was adopted, it being further agreed 
that it should be treated as a matter of urgency. 


Public Relations Committee 


The CHAIRMAN congratulated the Public Relations De- 
partment on the way in which it had handled public rela- 
tions in the last few weeks. 


Other Committees 


In presenting the report of the International Relations 
Committee, Dr. J. A. PripHAM said that the World Medical 
Association, in co-operation with the International Com- 
mittee of the Red Cross and the International Committee 
of Military Medicine and Pharmacy, had designed an 
identifying emblem for the protection of civilian doctors 
in time of war. It was described as “a red, straight, vertical 
stick and a serpent represented by a sinuous line over the 
stick with two undulations on the left side and one undula- 
tion on the right side, displayed on a white field.” Two 
recommendations, that the emblem be approved in respect 
of doctors in the United Kingdom and that representations 
be made to the Government with a view to the official adop- 
tion of the emblem in the United Kingdom, were adopted. 

The Committee had received with dismay a report that 
the Confédération des Syndicats Médicaux Francais had 
decided to withdraw from the World Medical Association 
owing to inability to pay the increased subscription. 

A recommendation that the Memorandum of Evidence 
prepared by the Maternity Medical Services Committee be 
approved and submitted to the Cranbrook Committee was 
adopted. 

In presenting the report of the Compensation and Super- 
annuation Committee, Dr. A. N. MaTHias reminded Council 
that the A.R.M. in 1955 asked Council to “explore the 
possibility of superannuation payments being made on 
sessional fees paid by Government departments to part- 
time medical officers.” Representations were made to the 
Treasury by the Committee, but, having re-examined the 
case, the Treasury had reaffirmed its view that it would not 
be appropriate to grant that concession. It had pointed out 
that the new income-tax relief made available by section 22 
of the Finance Act, 1956, would assist practitioners to make 
provision for an annuity to supplement the expected benefits 
from statutory superannuation schemes. 

The remaining Committee reports were received without 
discussion. 

The Council elected a number of new Members, and the 
proceedings terminated at 7 p.m. 


BRITISH MEDICAL GUILD 
At a meeting of the Trustees of the British Medical Guild, 
held during the course of the Council meeting on March 27, 
a draft of a document to be issued to all members of the 
profession was approved. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short 


Consultants and the Dispute 


Sir,—I have not and have never had any personal interest 
in the financial aspects of the National Health Service as 
these affect the doctor, since, for reasons that seemed ade- 
quate to me, I did not give up my honorary status in 1948, 
or thereafter while I remained on the active staffs of my two 
hospitals. Nevertheless, | have watched with interest and 
with all my initial misgivings the evolution of the Service, 
and I retain a deep concern for the honour and welfare of 
the profession to which | still belong. It is therefore in 
freedom and as a spectator that I venture to express my 
sense of the confusion that, as in 1948, seems again to have 
descended upon our scene. 

As I understand it, the proposal is that the general practi- 
tioner in the Service is, upon a date decided, to resign from 
it, to continue to treat the sick, at first on the problematic 
view that they may be willing to pay something directly for 
this, or even if they do not, and, in addition, to subscribe 
to a levy to support those who may be hard pressed in this 
dispute. On the other hand, the consultant or the hospital 
officer is not to resign, but is to continue the tenor of his 
way, and to receive his emoluments from the State as here- 
tofore. All he is asked to do is what he should in any case 
be doing—namely, to refrain from dealing at hospital with 
patients whose care could be adequately handled by the 
general practitioner. 

This curious appearance of neutrality in the dispute is 
sought to be justified on the ground that the staffing of 
hospitals is a service that can in no circumstances be inter- 
rupted, Surely we all know that the hospitals must be 
carried on, but how does this require the total abstention 
of the consultant from the privilege of participation in the 
financial sacrifice to be made by his colleague in general 
practice: for example, in the matter of the levy the latter 
is ready to impose upon himself at the same time as he is 
putting his living in peril? Again, as I understand, the 
two principal negotiators with the Government upon this 
issue represent, the one, the general practitioner, and the 
other, the general body of consultants and hospital officers. 
Yet it appears that a companionship in negotiation does not 
extend to a companionship in action. 

This strange dichotomy in action is perhaps clarified by 
the letter in your pages (Journal, 1956, 1, 857) from the 
President of the Royal College of Physicians, in which it 
was stated that “the policy of the College has from the 
beginning been a firm and consistent one of co-operating 
with the Government of the day.” The two operative words 
here are “ policy” and “co-operating.” Surely the policy 
as here defined is nothing more than a commitment to 
follow Government policy—that is, someone else’s policy— 
whatever this may happen to be on any “ day” in question. 
It is in fact not a policy, save in the sense of that word 
associated with the ingenious Vicar of Bray. 

I do not question that this statement of its President does 
faithfully represent the “ policy ” of the College, and, indeed, 
I was interested at the time to note that no correspondent 
wrote to you, Sir, to dispute the prudence or the existence 
of it, or even to point out that it was certainly not a policy 
that left the College any freedom of action, save to repudiate 
it. In short, it appears to me that unless and until the Col- 
lege does repudiate this “firm and consistent” intention 
there can be no possibility of a companionship in action be- 
tween consultants and general practitioners should a dispute 
arise between Government and profession, and no rational 
role for a representative of the College upon a negotiating 
body in such a situation. 

I do not here express any opinion as to the practical wis- 
dom or propriety of the Association’s decision that general 
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practitioners shall resign from the Service, though I have 
one. To do this is not my present purpose, but rather to 
express my bewilderment at the sight of two main divisions 
of our profession both in negotiation with the Government 
to the same end: the one free, the other ideologically tied 
to co-operation with the Government of the day ; each, it 
negotiations finally break down, reacting so differently. The 
one making all the sacrifices, the other making none at all 
What a situation! [Illogical in its nature and unpractical 
in action, for in this particular event the “policy” of the 
College turns out to be “firm and consistent ” inaction. 

If this be a fair summary of things as they are, I ask 
how can the profession ever hope to succeed, or to impress, 
in any corporate action if its several elements do not really 
stand wholly together, each in its appropriate way prepared 
to take risks and to make comparable sacrifices in a dispute 
with the Government, if dispute there must be.—I am, etc., 
London. W.1. F. M. R. WALSHE. 

Sir,—Dr. W. N. Leak in his letter (Supplement, March 
23, p. 129) suggests a diagnosis to account for the Govern- 
ment’s present attitude to the medical profession. He may 
well be correct, but I believe the following alternative one 
should be considered in order to account for our employers’ 
refusal to honour their moral and contractual obligations 
namely, that the resignation of the general practitioners 
from the Health Service is acceptable to the Government. 

It is possible that the Government — that the Wel- 
fare State in its present form can no lofiger be financed by 
the country. One of the modifications which may be envi- 
saged in its structure is that the remuneration of general 
practitioners should, in part, come directly from their 
patients, while on the other hand the hospital service 
should remain fully under the control of the State. If, 
therefore, the socialistic ideal of a comprehensive medical 
service is to fail, it is politically expedient that blame should 
be placed on the medical profession, because of the resig- 
nation of the general practitioners, rather than that their 
employers should be forced to admit that they can no longer 
afford to pay them an adequate wage. 

If the above diagnosis is correct, those of us in the hospi 
tal service must, at this stage, give very careful thought as 
to how best to help our colleagues in general practice at the 
time of their resignation. It may be that the time will come 
when we have to negotiate on our own with the Govern- 
ment of the day, and any weakness on our part now can 
only lead to our further degradation in the future.—I am, 
etc., 

London, E.2. E. J. M. WEAVER. 


What is the Case? 


Sir,—As I have received several letters following the one 
to which you drew attention in your leading article (Journal, 
March 23, p. 690), may I attempt to answer them by ex- 
plaining the clarification of my own mind which came from 
listening to Dr. Wand at Crewe and discussing the matter 
at a Branch Council meeting? While watching the Man- 
chester doctors on 1.T.V. on March 29 I felt that some other 
doctors were almost as hazy as I had been myself. 

The first point is about the Government attitude to Spens. 
This was officially stated—though I had overlooked it—in 
the Handbook for General Practitioners (revised to March 
31, 1955) issued by the Ministry of Health and given to all 
doctors in the Service. This states (para. 179, p. 37): “ The 
Central Pool is now calculated on the basis of the new 
remuneration appropriate for general practitioners in 1939 
(as recommended by the Spens Committee in 1946), together 
with a betterment factor taking account of changes in the 
value of money since that time” (italics mine). In view of 
this categorical statement of less than two years ago the 
equivocations of Ministers of Health and the Prime Minister 
seem positively dishonest 

This quotation shows that, in setting up a Royal Com- 
mission without any consultation with the doctors and 
dentists, the intention of the Government is to find 
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some other basis for the payment of doctors than the Spens 
agreement to which it has signified its adherence. This is a 
unilateral repudiation of an agreement to which doctors 
cannot consent, tor if it were allowed to pass it would mean 
that there would be no likelihood, let alone certainty, that 
any new agreement would not be equally easily set aside in 
future, 

The cetting up of the Royal Commission has the unfor- 
tunate, but probably well-calculated. effect that while it is 
sitting it would be unconstitutional for the Government to 
enter into any discussions about remuneration. As therefore 
the Prime Minister stated that the setting up of the Royal 
Commission did not preclude an interim award, it seems 
clear that he must be premeditating some announcement 
such as the 10% rise just given to junior hospital staff 
without the promised reference to the Whitley Council. 1 
think that every profession will agree that this is not the 
way in which professional pay should be determined, and 
every trade unionist will support us in our efforts to insist 
that claims about remuneration should be settled by nego- 
tiation and not dictation. 

In my previous letter (Supplement, March 23, p. 129) I 
attempted an analysis of the persons composing this Royal 
Commission. 1 believe that members of all professions 
will support us in the contention that professional remunera- 
tion should not be decided, even provisionally, by an almost 
entirely non-professional committee. Indeed, its peculiar 
composition looks like a studied insult to the whole profes- 
sional body, a point of which other bodies should take note. 

The conclusion I draw from the foregoing is that doctors 
have unexpectedly and unwillingly been forced into the 
forefront of the age-long struggle against arbitrary govern- 
ment, and that, while it is important that doctors should 
understand what the B.M.A. is proposing to do, it is even 
more important that the whole population should realize the 
true significance of what the Government is proposing to 
do, and the importance of ensuring that the remuneration of 
doctors, as of others, is settled by negotiation or arbitration 
and not by arbitrary handouts about which the recipients 
are allowed no say whatever. 

Good government depends on good faith, and a betier 
Health Service depends on the Government giving up the 
attempt to outwit or double-cross the doctors, so that with 
full confidence we can get down to the job of correcting the 
faults of the past and planning a happier and more progres- 
sive one for the future.—I am, etc.. 

Winsford, Cheshire. W. N. Leak. 


Reform of Health Service 


Sir.—lI believe that the medical profession in this country 
is now faced with the opportunity to determine whether it 
will allow itselt to become a slave of the State or to main- 
tain the measure of independence compatible with the ideal 
of service to humanity. It is not intended to criticize any 
party or political programme, but I feel most strongly that 
a change of Government would mean the eventual abolition 
of private practice and the substitution of a full-time medical 
service, Such a substitution would involve a change in the 
proportion of beds allotted to private patients by the various 
hospital authorities. There would almost certainly be many 
less private beds—possibly even none. This would mean 
longer waiting-lists for those nursing-homes which have been 
able to survive. This would cut deeply at the roots of any 
income derived from private work by consultants. 

I feel no doubt whatever that the National Health Service 
has come to stay. 1 believe, also, that the present levels 
of taxation, the increasing cost of living, the high death 
duties, and other forms of direct and indirect taxation will 
eventually reduce the vast majority of the population of this 
country to one common level, which I firmly believe will not 
be a high one so far as income is concerned. I believe, also, 
that this process, accelerating as it is, will be complete in a 
very few years. I do not believe that there will ever be any 
reduction in the level of taxation, rather the reverse. 1 
believe, in addition to all the above depressing beliefs, that 
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the prestige of the general medical practitioner, already on 
the wane, will be finally extinguished unless we as a profes- 
sion make a sincere and united effort to maintain it. 

I have long wondered why the British Medical Associa- 
tion does not put plainly before the public the two alterna- 
tives with which the public is faced: either we are going to 
have a full-time medical service, or some continuation of 
the present scheme with all its uncertainties, and eventual 
extinction of the valued relations between general practi- 
tioners and patients. It seems to be imperative to me that 
the British Medical Association should learn what the public 
really wants, and only fair that the public should know 
exactly what the two alternatives would entail. 

l am sure that in this country now there are comparatively 
few who are really private patients. I am convinced that in 
the future there will be fewer still, and | appreciate the fact 
that all must pay some form of contribution to the Health 
Service. But I am equally convinced that there are many 
who would prefer private medical attention, and that con- 
viction leads me to suggest that the British Medical Associa- 
tion should forthwith institute a contributory scheme which 
would cover the cost of both general-practitioner and 
specialist services up to an agreed maximum. ! realize that 
there are many forms of insurance in existence which cover 
the cost of consultant's fees, nursing-homes, and operations. 
There are also, I believe, some which cover the cost of 
attention by the general medical practitioner. So far as lam 
aware, the British Medical Association does not offer to the 
public any scheme which covers both general practitioner 
and specialist services, 1 want to emphasize that it is a 
primary point in this scheme that the general-practitioner 
as well as the consultant should be covered, and that the 
scheme should be run by the British Medical Association, 
or, if the constitution of that body would not permit such a 
scheme, by the Guild. 1 believe that it should be instituted 
without delay, and for this purpose | suggest that advertising 
experts should be employed with the widest powers, includ- 
ing the use of television, radio, and the press. The essential 
point is to make it widespread, arguing that the present 
crisis in the doctors’ affairs might deprive sick persons of 
medical services and urging all to join at the first oppor- 
tunity. The amount of contribution would require the 
services of statisticians as well as accountants. I would 
suggest that, as the present contribution under the National 
Health scheme to purely medical services is approximately 
one-eighth the cost of the weekly National Insurance stamp, 
it could be assumed that a yearly contribution of £5 5s. 
would cover the cost of general-practitioner and specialist 
services, including nursing-homes and operations. With 
increasing numbers this payment might be decreased and so 
attract a number of those in the lower-income groups. 

I personally do not believe that at heart the general public 
would welcome a whole-time medical service, but no one, so 
far as 1 know, has taken the trouble to explain to the layman 
in clear and understandable language what such a service 
would mean; and, though I am entering into no political 
discussion on the merits or demerits of such a scheme, I feel 
that the vast majority of people in this country would prefer 
to retain a measure of personal contact with their doctors, 
which has hitherto been the basis of medicine in England, 
It is to nourish this feeling that 1 put forward the above 
suggestion of a contributory scheme, which I feel would 
weld the profession together, would appeal to those senti- 
ments of private enterprise in the medical practitioner which, 
after all, are at the basis of all successful medical practices 
of the past. and if the scheme were successful would place 
the British Medical Association in a position of greatly in- 
creased strength, whatever Government policy might be 
pursued.—I am, etc., 

Batnsicy 


Sir.—I think there is unprecedented unanimity in the pro- 
fession in feeling that we are being unfairly treated and that 
vigorous action is required. ®ut | feel, as Dr. W. N. Leak 
in his excellent letter (Supplement, March 23, p. 129) says, 
we are in danger of firing at the wrong targets. Rather than 
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indulge in guerrilla tactics to bring an “ obdurate “ Minister 
to heel and lambast a Royal Commission, too late in the 
field and too hamstrung by its terms of reference to achieve 
much, let us ignore the Commission and accept the fact that 
the Minister will not offer us suitable terms of employment, 
and will not negotiate nor agree to arbitration regarding our 
pay. Let us regard this not as a catastrophe but as a 
challenge and an opportunity. We withdraw from an ill- 
conceived N.H.S. and set up our own alternative scheme 
(remembering always that we are reasonable folk, and if at 
the eleventh hour the Minister offers arbitration we will 
accept). 

I had looked forward very keenly to the G.M.S. Com- 
mittee’s alternative scheme. Alas, I was bitterly disappointed 
in it. It would be fatally easy to reel off a purely destructive 
panegyric regarding all aspects of our alternative scheme, 
and/or sit back and await annihilation, But surely all need 
not be lost if we do but think again. As I see it, the 
following points are fundamental to achieve a successful 
British medical service : (1) genuine generalized withdrawal 
from the N.H.S.; (2) administrative simplicity and uni- 
formity ; (3) aciuarial soundness ; (4) fairness both to doctor 
and patient ; (5) manifest justice ; (6) fairness to the Govern- 
ment 

Our withdrawals must be genuine ; we must be steadfast, 
not merely when together in the excitement of a meeting, 
but equally when alone, in the wee small hours, as our 
resignations gradually mature. This must be no token 
gesture to prod, bludgeon, or blackmail the Government into 
complying with our caprice, but a solemn decision, reluct- 
antly reached, to give due notice to an employer whom we 

maybe rightly, maybe wrongly, but certainly sincerely— 
believe to have been unsatisfactory and indeed untrustworthy ; 
and then to take similar employment with new employers— 
i.e., both the private patient and the British medical service. 
We must expect our resignations to be accepted and be 
“ permanent ” ; we must prepare to work our own B.M.S., if 
need be for years, if need be for ever. 

As well as private practice—which we would prefer (I 
agree that 7s. 6d. and Ss. are reasonable fees at the incep- 
tion}—let us offer the public a family doctor service on an 
insurance basis as from the start of our withdrawal and as 
a cardinal point, I suggest we call it the British Medical 
Service—the B.M.S.—sponsored by the B.M.A., implemented 
by the British Medical Guild. It should be centrally organ- 
ized with standard rates of contribution and terms of service, 
but with the local medical committees attending to local 
administrative affairs as at present (obtaining drugs and 
dressings being the patient's responsibility). Re contribu- 
tions, we will of course require actuarial and accountant 
opinion, but as a rough estimate | would imagine that, as 
we now have a capitation-cum-loading fee of approximately 
22s, per head, varying with the size of list, and as we ask for 
an increase of 24%, we would be happy to get 27s. 6d. per 
head per year. If we charged 3s. per month (or 8s. 6d. 
per quarter, or 34s. per year) that should give an adequate 
margin for meeting administrative expenses, sundry first 
charges, initial practice and hardship allowances, and mile- 
age, etc. (once established it shou!d be possible to reduce 
to 2s. 9d., 8s., and 31s. 6d.). The terms of service could be 
more or less on the old club lines. 

At first sight the patient might complain bitterly of a 
raw deal, of paying twice for the same thing. On reflection, 
he would still fare very well indeed. Of the 12s. 9d. weekly 
insurance stamp, only 10d. now goes into the Health Service, 
and of that less than Id. goes to the G.P. pool. So he is 
being done out of less than Id, per week (incidentally, half 
of that is his employer's contribution). If he pressed for 
the return of that Id., he might get it. I think the Govern- 
ment is much more likely to reply with justification that, 
even without the family doctor service, he is still paying less 
than a quartee of the total cost of the Service. 

Our Public Relations Department must get this over to 
the public, together with the gist of our case : (1) “ The 
Minister agrees that the Spens Report remains the basis of 
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remuneration of general medical practitioners until such 
time as, after the usual consultation, some other basis is 
substituted.” (2) Our remuneration was adjusted to March, 
1951. (3) Our present claim—that it should be adjusted to 
1956 (yes, last year}—has not been considered. Arbitration 
is refused. (4) Even more important than the actual £ s. d., 
a vital principle is at stake—that a Government promise 
freely given must be kept, and that a conscientiously com- 
piled claim should be considered (and if need be disputed) 
on its merits, not summarily dismissed as a matter of political 
inexpediency ; if agreement be not reached, then arbitration 
must be conceded. We are willing and anxious, now as 
always, that our case be referred to arbitration. Failing 
that, and very reluctantly, we must press on with our own 
British Medical Service. (5) No patient must suffer medically 
at all, and they need suffer only slight financial hardship— 
well, hardship is scarcely the word, for if they join the 
B.M.S., as suggested above, the cost is approximately that 
of half a cigarette a day. 

But whatever we do, let us do it wholeheartedly. Let us 
have the courage of our convictions, and if arbitration is 
still refused and our resignations inevitable, let us act boldly 
and together, not in penny numbers here and there.—I am, 
etc., 

Rugby 


Sir,—We must support the decision of the G.M.S. Com- 
mittee to resign from the Health Service or the status of 
the profession will be lost for ever. Only one conclusion 
can be drawn from the Government's refusal of arbitration. 
It wants the doctors to resign and so end the N.H.S. in its 
present form which has brought the country near to bank- 
ruptcy. The Government dares not say this because the 
public loves its “ free” doctoring. It is putting the respon- 
sibility (and, in the eyes of the public, the blame) of ending 
the N.H.S. on the shoulders of the doctors. This Govern- 
ment plan to end the present N.H.S. makes the interim 
scheme devised by the G.M.S. Committee for the medical 
care of the public after October 1 appear to be inadequate. 
It presupposes eventual capitulation on the part of the 
Government and a re-establishment of the N.H.S. on the 
old lines with all its faults. A scheme must be produced by 
the B.M.A.—perhaps in conjunction with the insurance 
companies—to take the place of the National Health 
Service.—I am, etc., 

Bromiley, Kent. 


Sirn,—The “ scheme” will come as a great disappointment 
to many practitioners, who were expecting that this oppor- 
tunity would be taken to rally the whole profession's sup- 
port, unless it is shortly to be followed by the announcement 
of a reformed and improved alternative Service. 

The profession will not feel happy about withdrawal into 
the vacuum which will exist unless the alternative is soon 
published, and the method of withdrawal suggested is one 
by means of which the Government will feel the gradual 
twist of the thumbscrew and appears to many to be a 
political move of half-heartedness rather than the action 
inspired by love of one’s profession and a determination to 
re-establish its high traditions which have so benefited man- 
kind in the past. 

Let everyone sign the form of authorization for special 
levy at once, for we shall need the funds, but let us pursue 
the search for a practical and worthy service into which to 
withdraw—a service which must include the ownership of 
our own goodwill if the profession is to be kept out of 
politics, and the intervention of a third party (the State) be- 
tween us and the patient.—I am, etc., 


Hildenborough, Kent. 


R. PRESTON HENDRY. 


Joun C. Wishart. 


C. GLAISHER. 


Alternative Scheme 
Sir,—lI believe that, without resigning from the N.H.S., 
it is still quite possible to secure our pay adjustment, 
establish for ourselves substantial control of the G.P. ser- 
vice, eliminate politics, and open the way to good general 
practice. What the NH.S. needs is effective competition. 
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Let the B.M.A. sponsor a national scheme of prepaj 
medical insurance in order to bring private practice bac 
within the reach of those of the public who appreciate 
good medicine. I feel sure that the premiums could be 
quite low (compare the Australian scheme outlined on 
page 25 of the Supplement of January 19), even with the 
provision of drugs included. 

The N.H.S. remains and must always remain a real 
necessity for those who cannot afford to pay. For the rest 
there is no reason why an alternative scheme should not be 
provided. Indeed, it should satisfy everyone. The patient 
would experience the satisfaction of paying for and getting 
a doctor with leisure to question deeply, to examine care- 
fully, and to explain fully, and would, at the same time. 
avoid the heavy bills associated with long illness. For the 
doctor, quality of practice would be rewarded not by num- 
bers on a list but by increasing numbers of “ B.M.A.” 
patients. I feel sure that advertisement and assurance that 
patients would retain N.H.S, hospital rights would make 
such a scheme an immediate success and a dignified alterna- 
tive to the nightmare of mass resignation.—I am, etc., 
Holywell, Flints Davip L. WILLIAMS. 


Withdrawal from N.H.S. 


Sir,—Following the declaration of our leadeis of their 
intention to advise mass withdrawal, and to publish their 
own alternative plan for the organization of general practice, 
many of us eagerly awaited the expected strong lead. The 
mountains having duly gone into labour, there emerged 
an emasculated scheme for withdrawal by hire purchase, 
dragging in its wake the placental ghost of fee-paying 
private practice. Does anyone think that struggle for a 
principle can ever be conducted against a strong adversary 
without some hardship and sacrifice 7?—I am, etc., 


Taplow, Bucks KENNETH SIMON. 


Sir.—Your leading article (Journal, March 23, p. 692) on 
withdrawal from the N.HLS. ends thus: “ As the Government 
rejects a reasoned case and a reasonable plea for negotia- 
tion or arbitration, action of the kind proposed is all that 
is left.” I write to express my profound disagreement. An 
alternative more in keeping with the dignity of our profes- 
sion is that we continue to work at our present rate of pay. 
While thanking our leaders for their efforts, many doctors 
will prefer to have nothing to do with a scheme which is 
scarcely distinguishable from a strike. It is deplorable that 
our profession should even contemplate embarrassing the 
Government by action of this sort, especially at a time of 
national difficulty —I am, etc., 


Crowthorne, Berks. E. F. CHAPMAN. 


Remuneration Claim 


Sir.—Many thanks to Dr. R. R. Charlwood (Supplement, 
March 16, p. 119) and Dr. J. E. C. Tower (Supplement, 
March 23, p. 131) for their most sensible lettes in this hour 
of crisis. As a young G.P. I am proud to serve my patients 
under the National Health Service, and have not the slightest 
intention of withdrawing my services. I believe that the 
plan for progressive withdrawal which I received recently is 
unwise and doomed to failure. We are asked to resign from 
the National Health Service in selected areas. The obvious 
step to be taken by the Government is to advertise the vacan- 
cies thus created and appoint another doctor in our place. 
This newly appointed practitioner will then be given all our 
medical records (the property of the Ministry of Health) 
and will continue to provide N.H.S. treatment in our area. 
Our patients will soon tire of paying our fees (token or 
otherwise), and a gradual drift will take place. As a dispens- 
ing doctor under the N.H.S. I know that I can provide for 
all my patients, whatever their income, the drugs they need. 
Yet we are told that if the Government remains obdurate it 
will be necessary to make a fully economic charge to the 
patients. What nonsense this is. How can our old people 
be expected to pay for such expensive drugs as tetracycline 
and acetazolamide, etc. ? 


Ot course we all would like more money—but what is so. 
very wrong with a Royal Commission? By all means 
let us work together to obtain a fair reward for our services, 
but not at the expense of that splendid achievement, the 


N.H.S.—I am, etce., 
Maidstone, Kent PauL FINCHAM. 


Sir,—We, the undersigned medical practitioners, mem- 
bers of hospital staffs on Merseyside, wish to express our 
strongest indignation and disapproval of the Government's. 
summary dismissal of the profession's recent case for in- 
creased pay. We are wholeheartedly prepared to undertake 
any action initiated by any responsible medical organiza- 
tion that may be required to press our claim to a more 
reasonable and just conclusion. We believe that words can 
no longer be effective, and wish vigorous action to be organ- 
ized as soon as possible.—-We are, etc., 


E. ADLER. A. J. GReHAN. 

N. C. AKHAN, Davip HULL. 

J. S. BAMFoRTH. P. N. Jarvis. 

R. Beckett. D. JoHNSON. 

J. L. Bowmer. A. KENNEDY. 
BryAN Broom. D. KRASNER. 

K. Brown. R. LeRicue. 

W. CAPLAN. V. Sr. D. Locan. 
P. M. CARRUTHERS. B. E. Lomax. 

RON CARRUTHERS. B. W. McGuinness 
W. CARTER. YVONNE MAHABIR. 
Mytes M. CLARKE. Cyrit MAXWELL. 
H. COoLtins. J. MEECHAM. 

G. G. COPELAND. A. V. MILLEs. 

P. CorkKery. J. P. Murray. 


Nora M. Norris. 
T. A. O'MALLEY. 
A. PATTERSON, 
RutH M. PoLaANb. 
ROBINSON. 
P. J. Rowett. 

M. E. SHEPHERD. 
M. J. 
Epwin WONG. 

P. WORTHINGTON. 


Rec. B. Crossie, 

E. E. Cureton. 
Fercus A. DUCHARME. 
C. M. Durkin. 

IAN R. ENTWISTLE. 
M. A. R, Estick. 

D. Gtyn Evans. 

G. H. Evans, 

D. FRIEDBERG. 

A. A. GILBERTSON. 


Sir,—I feel that | must be one of many thousands of- 
general practitioners who are viewing the actions and atti- 
tudes of our Negotiating Committee with growing concern. 
At the present time, when the affairs of the country are in. 
such a parlous state, a claim for a 24% rise by a relatively 
well-off section of the community has no hope of sympathy 
from the general public and little hope of complete and’ 
enthusiastic support from its own members. We have no. 
financial cause to justify a crusading spirit, and that is what: 
is needed for victory. If we had never started a financial 
claim but had simply pressed for clearer terms of service- 
I feel that everyone’s conscience would now be clearer and: 
their support more enthusiastic.—I am, etc.. 

Glynneath. Glam C. M. E. Rees. 


Value of Obstetric Lists 


Sir,—I am writing to support Dr. J. A. Frais (Supplement, 
March 23, p. 131). Like him, I discovered two years ago. 
that experience on the obstetric register does not qualify 
you to sit the D.R.C.O.G. examination. In my case I already 
held an obstetric appointment, but the hospital in which it 
was done was not then recognized for this diploma, although. 
it has subsequently been so recognized. At the inception 
of the diploma, it seems, 10 years in general practice obstet- 
rics qualified one to sit the examination. This was discon- 
tinued. Surely the Royal College of Obsfetricians and 
Gynaecologists should recognize service on the obstetric list 
over so many years to sit the diploma. If not, as Dr. Frais 
points out, there would appear to be no need for a special 
obstetric list. It is time that it was decided what value other 
than monetary can be attached to being on the obstetric 
list.—I am, etc., 


Honiton, Devon. T. GLANVILL. 
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Association Notices 


Diary of Central Meetings 
ApRiL 


9 Tues Conference of Advisory Councils on Occupa- 
tional Health, 12 noon, 

10 Wed Standing Joint Committee of R.M.P.A. and 
Psychological Medicine Group, I! 4.m. 

10 Wed Private Practice Committee, 2 p.m. 


Branch and Division Meetings to be Held 


The following meetings. to which all medical practitioners in 
the areas are invited, will be held to consider the Reports of 
Counci! and the G.M.S. Committee on the remuneration tssue. 


ALpersHor AND Farnam Diviston.—At Northfield Hospital, 
Aldershot, Thursday, April 11, 8.30 p.m. 

Barner Division.—At Board Room, Barnet General Hospital 
Wednesday, April 10, 8.30 p.m 

Buacksurn Drviston.—At White Bull Hotel, Church Street, 
Blackburn, Tuesday, April 9, 8.15 p.m. (A.G.M.) 

BucKINGHAMSHIRE Drviston.—At Bull's Head Hotel, Ayles- 
bury, Tuesday, April 9, 3.30 p.m 

Burntey Diviston.—At Concert Hall, Municipal Hospital, 
Burnley, Saturday, Apri! 6, 4 p.m 

Cuecses anp Futwam Diviston.—At Fulham Town Hall, 
S.W., Tuesday, April 9, 8.30 p.m 

Crry anp Tower Hamiets Divisions.—At Committee Room 
C, B.M.A. House, Tavistock Square, W.C., Wednesday, April 
10, 8.30 p.m., joint meeting 

Croypon Division.—At Out-patient Hall, Croydon General 
Hospital, Friday, April 12, 8.30 p.m 

CUMBERLAND Division.—At Globe Hotel, Cockermouth, Sun- 
day, April 7, 3.30 p.m 

Dersy Division.—At Wildersiowe, Derbyshire Royal Infirm- 
ary, Tuesday, April 9, 8.30 p.m 

Duptey Division.—At Nurses’ Lecture Theatre, Guest Hos- 
pital, Dudley, Tuesday, April 9, 9 p.m 

Dumerries Gattoway Division.—At Cresswell Maternity 
Hospital, Dumfries, Sunday, April 14, 3 p.m. 

East Herts Division.-At Council Chamber, County Halli, 
Hertford, Friday, April 12, 8.30 p.m. 

East Yorxsuire Brancn.—-At Unitarian Church, Park Street. 
Hull, Thursday, April 11, 8.45 p.m. 

Enrtet.p AND Porrers Bar Division.—At St. Michael's Hos- 
+] Chase Side Crescent, Enfield, Friday, April 12, 8.15 for 

45 p.m 

Giascow Division.—At Grand Hall, St. Andrew's Halls, Sun- 
day, April 7, 3 p.m. Statement by Dr. lan D. Grant (Chairman, 
Representative Body, B.M.A.) 

Guiprorp Division.—At Mitchell Hall, Royal Surrey County 
Hospital, Guildford, Thursday, April 11, 8.30 p.m. Address by 
Dr_ D. P. Stevenson (Deputy Secretary, B.M.A.). 

AND Str. Pancras Divistons.—At Great Hall, 
B.M.A House, Tavistock Square, London, W.C., Monday, April 
8, 8.30 p.m. joint meeting. Dr. Max Sorsby. will speak. 

Diviston,—At Board Room, Huddersfield 
Royal Infirmary, Monday, April 8, 8 p.m. 

LAMBETH AND Sournwark Drvision.—At Nurses’ Lecture 
Hall, Lambeth Hospital, Brook Drive, Kennington Road. S.E.. 
Tuesday, April 9, 8.15 p.m. Dr. Max Sorsby (Member. G.M.S. 
Committec) will speak 

Lancaster Diviston.—At Royal King’s Arms Hotel, Lancaster, 
Sunday, April 7, 8 p.m 

Leeps Diviston.—At Littlewood Hall, General Infirmary at 
Leeds, Wednesday, April 10, 8 p.m 

Lincotn Diviston.—At Saracen’s Head Hotel, Lincoln, Sun- 
day, April 7, 8 p.m 

Liverpoot Division.—At Y.M.C.A., Mount Pleasant, Liver- 
pool, Sunday, April 14, 3.30 p.m. Dr. D. P. Stevenson (Deputy 
Secretary, B.M.A.) will speak. ; 

anp East Cuesnire Drvision.—At West Park 
Hospital, Macclestield, Wednesday, April 10, 8.15 for 8.30 p.m 

Maryiesone Division.—At Medical Society of London, 11. 
Chandos Street, W., Tuesday, April 9, 8.45 p.m. 

SHROPSHIRE AND Mip-Wates Brancu.—At Board Room, Royal 
Salop Infirmary, Shrewsbury, Friday, April 12, 8.30 p.m. ; 

SoutTHamPptTon Diviston.—At Royal South Hants Hospital, 
Southampton, Thursday, April 11, 8.30 p.m. 

SournH-east Essex Drvision.—At Queen’s Hotel, Westcliff. 
Thursday, April 11, 8.30 p.m. 

Sourn Mipoiesex Drvision.—At Ball Room, Casino Hotel. 
Tags s Island, Hampton Court, Sunday, April 14, 11 a.m. 

Starrs Diviston.—At Medical Lecture Hut, Royal 
Hospital. Wolverhampton, Monday, April 8, 8.30 p.m. Dr. A. V. 
Russell (Member of Council) will report on the present position. 

Sourh Warwickshire Drvistons.—At Grand 
Hotel, Rugby, Wednesday, April 10, 9.30 p.m., joint meeting. 
(8 for 8.30 p.m., informal supper). 

Srratrorp Diviston.—At Park Library, Romford 
Road, Tuesday, April 9, 8.30 p.m. Address by Dr. D. P. Steven- 
son, Daputy B.M.A.). 

AKEFIELD Division.—At Out-patient Consulting-room, Clay- 
ton Hospital, Wakefield, Thursday, April 11, 8 nan 4 
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Wesr Herts Drivision.—(l) At Physiotherapy Department, 
West Herts Hospital Hemel Hempstead, Wednesday, April 10, 
8.30 p.m (2) At Watford Peace Memorial Hospital, Thursday. 
April 11, 8.30 p.m 

West Mippiesex Division —At Nelson Room, Ealing Town 
Hall, W., Tuesday, April 9, 8.30 pm. 

WESTMINSTER AND Division.-At Committee Room 
C. B.M.A. House, Tavistock Square, W.C., Sunday, April 14. 
1! a.m 

Wesr Surrotk Division—At Everards Hotel, Bury St. 
Edmunds, Sunday, Aprii 7, 5.30 p.m. 7 

Wittespen Division.—At Rehabilitation Willes- 
den General Hospital, Harlesden Road, N.W., Friday, April 12. 

m. 

ork Divistion.—At York Medical Society's Rooms, 23, 
Stonegate, York, Saturday, April 13, 8.30 p.m. 

AperystwytH Dziviston.—At Talbot Hotel, Aberystwyth, 
Saturday, April 13, 7.30 p.m., dinner; talk by Mr, E. Emlyn 
Lewis: * Modern Treatment of Burns.” Wives of members and 
guests are invited. 

BIRKENHEAD AND Wirrat Diviston.—At Arrowe Park Hotel. 
Friday, April 12, 8.30 p.m., meeting. Address by Mr. J. Ralston 
Paterson: “ Medicine in Russia.” é 

BourNneMouTH Diviston.—At Royal Victoria Hospital, Bos- 
combe, Friday, April 12, 8.15 p.m., meeting. 

BRIGHTON AND Mip-Sussex Diviston.—At Out-patient Depart- 
ment, Royal Sussex County Hospital, Brighton, Thursday, April 
11, 2.30 p.m., general clinical meeting. 

BromM.ey Division.—At Royal Bell Hotel, Bromley, Tuesday, 
April 9, 8.30 p.m., meeting of National Pharmaceutical Union, 
West Kent Branch, to which B.M.A. members are invited. There 
will be a quiz on the N HLS. ; 

CamBerwett Diviston.—At Dulwich Hospital, East Dulwich 
Grove, S.E., Thursday, April 11, 8.30 p.m., annual general meet- 
ing. B.M.A Lecture by Professor R. Milnes Walker: “* Around 
the World " (with slides and cinematograph film). 

Ciry of EpinsurGuH Drtvision.—At Lecture Hall, Central 
Halls, Toileross, Edinburgh, Thursday, April 11, 8.15 p.m., 
special meeting. 

Dewssury Division.—At General Hospital, Dewsbury, Fri- 
day, April 12, 8.15 p.m., clinical meeting. 

East Kent Drviston.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, April 11, 7.30 p.m., dinner; 
8.45 p.m., B.M.A Lecture by Dr. J. H. Cyriax: * Lower Lumbar 
Disk Lesions.” 

East YorKsHire BrancH.—At Quern House, 68, Park Street, 
Hull, Wednesday, April 10, 8.30 p.m., meeting. Lecture by Mr. 
William Gissane: “ An Accident Has Occurred.” 

Hampstead Division.—At New End Hospital, Hampstead, 
N.W., Wednesday, April 10, 8.30 p.m., meeting. Talk by Dr. 
F. E. Camps: “ Does Crime Pay ? ” 

KINGSTON-ON-THAMES Division.—At Epsom District Hospital, 
Dorking Road, Epsom Tuesday, April 9, 7.45 p.m., clinical 
meeting. 

Leeps Diviston.—At Litthwood Hall, General Infirmary at 
Leeds, Wednesday, April 10, 8 p.m., meeting. Lectures by Dr. 
> B. Bradshaw and Dr. J. G. Ollerenshaw on their visits to 

ussla 

Drtvision.—At Courts Hotel, Church Street, Leigh, 
Tuesday, April 9, 8.30 p.m., meeting. Consideration of Reports 
of Council and G.M.S. Commitice on remuneration issue. 
Address by Mr. P. F. Early: “ Dupuytren’s Contracture " (illus- 
trated by slides) 

Matpstone Divistion.—At Oakwood Hospital, Maidstone, 
Thursday, April 11, 8 p.m., general meeting. 

MANCHESTER Division.—At Large Lecture Theatre. Clinical 
Sciences Building, York Place, Oxford Road, Manchester, Thurs- 
day, April 11, 8.30 p.m., extraordinary general meeting. 

Reicate Division.—At Reigate Hill Hotel, Tuesday, April 9, 
8.30 p.m., divisional meeting. 

Soutu Starrs Drvision.—Saturday, April 13, visit to Shake- 
speare Memorial Theatre, Stratford-upon-Avon, for performance 
of “ As You Like It.” Bus will leave Don Everall’s Bus Station, 
Pell Street, Wolverhampton, 3.15 p.m. Dinner at Memorial 
Theatre, 6 p.m. 

SoutH-west Essex Division.—At Nurses’ Home, Wanstead 
Hospital, E.. Wednesday, April 10, 8.30 p.m., special meeting to 
consider reports of Council and G.M.S. Committee on remunera- 
lion tissue. 

Sourn-west Wares Division.—At Cliff Hotel, Gwhert-on-Sea, 
Saturday, April 6. 7 p.m., dinner meeting. Dr. E. Howard 
Kitching: “ Hypnosis."" Wives of members are invited. 

Swansea Drvision.—At Neath General Hospital, Thursday, 
April 11, 7.30 p.m., clinical meeting. 

Swinpon Diviston.—At Goddard Arms Hotel, Swindon, Wed- 
nesday, April 10, 8.15 p.m., combined meeting with Swindon 
Pharmaceutical Society 

Tunsripcge Weits Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, Wednesday, April 10, 8.30 p.m., clinical 
meeting. 

'Wanpswortn Division.—At South London Hospital for 
Women and Children, South Side, Clapham Common, S.W., 
Sunday, April 14, 10 a.m. to 12.30 p.m., clinical meeting. 

West _DensiGH Fiint Division.—At Talardy Hotel, St. 
Asaph, Thursday, April 11, 7 for 7.30 p.m., dinner: 8.30 p.m., 
annual general meeting, to be followed by discussion on report 
of G.M.S. Committee. Non-members are invited to take part 
in the discussion. 


| 
* 
* 
4 
| 
| 


ApRIL 6, 1957 | BRITISH MEDICAL JOURNAL 23 


Get the Most - from every Drop! 


a familiar sound to be heard on any morning, meaning that 
someone is having starting trouble—and is wasting precious 


petrol. 4 

That someone could be you, so a word of advice. . . fit a Lucas 
Sports Coil. - so doing, voltage is increased at the plug points, 
which means that plug gaps can be widened. This has the effect 
of improving combustion and shows an economy in petrol 
consumption by increasing performance over the lower speed 
range and by improved startability. Start ... and save with a 
Lucas Sports Coil. (6 or 12 volt) Price 37/6 


tit a- 


SPORTS COIL 


3 OS EPH LUCA S$ 4 


Firestone 


HELP THE DOCTOR ; 


An urgent call on a rainy night; wet, greasy and treacherous 
roads—that is when a Doctor can depend on the sure, safe 
rear-wheel grip of Firestone Town & Country Tyres. 


Grip in mud Smooth riding and quiet 
Non-skid safety on wet Long, trouble-free mileage 
and greasy roads & All-season motoring 


TUBELESS or TUBED 


EXPERIENCE COUNTS 
OO 


27 factories throughout the world. Firestone total sales exceed =< 


£1,000,000 per day. 
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annual general meeting. to be foll owed "by di 
AKEFIELD Division.—At Out-patient C. y discussion on report 
ton Hospital, Wakefield, Thursday, April Non-members are invited to take part 
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Rubriment relieves painin such conditions as mus- Some minutes after application the rubefacient 
cular rheumatism, fibrositis, strains and sprains. action is apparent and lasts for many hours. 


About Rubriment 


the new long-acting 
rubefacient 


Rubriment contains a new substance—the benzyl ester of nicotinic acid—which 
gives a long-lasting rubefacient effect. Pharmacological experiments have shown 
that even after prolonged and repeated application no damage or irritation to the 
skin was produced. Ten minutes after applying Rubriment there is a comforting 
feeling of warmth which lasts for many hours. 

Clinical reports have been received of the efficiency of Rubriment for the relief of 
pain in such conditions as muscular rheumatism, lumbago, fibrositis, strains and 
sprains. 

Rubriment may be used to give effective relief for unbroken chilblains. 


Available in two forms 


Rubriment (2.5% nicotinic acid benzyl ester and 0.1°% Capsicin) is available 
either as a cream or as a liniment, both of which are non-greasy and free from 
unpleasant odour. 

The cream is rapidly absorbed and needs only gentle application. /t is supplied in 
tubes of 20 G. (approx.). Basic price to N.H.S. 2/2d. 

The liniment lends itself to massage, if this is required. It is supplied in bottles of 
2 fi. ozs. (approx.). Basic price to N.H.S. 3/-. 

Rubriment is not advertised to the public and can be prescribed on form E.C.10. 


Horlicks Limited 
Pharmaceutical Division - Slough - Buckinghamshire 
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*Patents applied for in all 
countries, U.K. Patent 
No. 707227. 


EBROCADES 
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CYCLOSPASMOL 


#3:5:5 Spasmocyclone (B.S. 572)* 


Trimethylcyclohexyl Regd. 
Mandelate 


THE MILD VASODILATOR FOR THE SAFE LONG-TERM 
TREATMENT OF PERIPHERAL VASCULAR DISEASES. FREE 
FROM SIDE EFFECTS, CLINICAL EFFICACY CONFIRMED BY 
PLETHYSMOGRAPHIC METHODS.' 


Literature 
British Encyclopaedia of Medical Practice, 1952, Vol. Il, p. 637. 
Angiology, 1953, Vol. 4, pp. 103-111, and 1956, Vol. 7 (1), pp. 27-31. 
Medical Press, 1954, 231 (8), 174. 
Paediatrics for the Practitioner, 1955, Vol. I[I, Chapter 135, pp. 583-592. 
‘Schweiz. med. Wochenschrift, 1955, 85, 237. 
'Ned. Tijdschrift v. Geneesk, 1955, 99, 1810. 


Packs: Bottles of 20, 50, and 250 100 mg. tablets. 
Prescribable on E.C. 10 in the U.K. 


Made under licence from : 


KONINKLIJKE PHARMACEUTISCHE FABRIEKEN WH 


BROCADES- STHEEMAN & PHARMACIA 
AMSTERDAM - NETHERLANDS 


by: CAMDEN CHEMICAL COMPANY LTD. 
61, Gray’s Inn Road, London, W.C.1. 


Sole Agents for the United Kingdom, from whom literature 
and samples may be obtained on request. 


Cyclospasmo! is distributed in Eire by Messrs. Dominick A. Dolan, 58 Bolton Street, Dublin, 
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THE MIXTURE OF DISTINCTION 


BRITISH MEDICAL JOURNAL 


6, 1957 


You will appreciate the quality 
of this grand tobacco 


Its rich, mellow flavour and pleasing aroma is 
the result of expert blending of carefully selected, 
high quality leaf. 

A truly genial tobacco— supplied in 


BROAD OR MEDIUM CUT 


4/4 


8/8 


A car is essential 
in your profession... 


but it must be 
FORD 


Their dependable performance meets 
every emergency and Service facilities 
are unsurpassed, 


DAGENHAM 
MOTORS LTD 


THE PEOPLE 


56 PARK LANE, W.I HYDe Park 4866 


6, 8 & 22 SANGLEY ROAD, CATFORD, S.£.6 
HiTher Green 482! 


374 EALING ao ALPERTON, MIDDLESEX 
Rivale 3388 


300 ROAD, S.£.27 
GiPsy Hill 7671 


THAMES HOUSE, WELLINGTON STREET, S$ £.18 
Woolwich 777! 


114 QUEENSWAY, BAYSWATER, W.2 
PARK 


8 BALDERTON STREET, W.! 
HYDe Park 4070 


For alt day treshntss 


THE NEW ABSORBENT 
COTTON UNDERWEAR 


Singlets, 
Elastic waist Trunks and 
Trunks .. 
from 6/1ld. 
Vests—Round neck, short 
sleeves . from 8/64. 
Vests—Buttoned front, 
short sleeves from 9/94. 
Pants— Buttoned front 
from 12/34. 
Trunks— Buttoned front 
from 9/64. 


Makers of the famous 
‘83 Socks with red tops 
since 1895 


Ad 


If unobtainable, write 
Dept. M.3, Two Steepies Lid., 


Wigston, Leicestershire. 


| 
26 
| 
| EXMOOR \ | 
HUNT CH 
| 
| Two Steeples 
7 Name for Duality | 
\ 
| A | 


APRIL 6, 1957 


BRITISH MEDICAL JOURNAL 27 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 

of surgical operations. It has proved particularly useful in car, nose and throat, 

ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 

—_ post-operatively, there is less swelling and bruising when Adrenoxy! has 
n used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions P 
Adrenoxyl has been used with success in those medical conditions associated eee 
with capillary fragility. 
In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 


monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 


Pharmaceutical Division Slough Bucks 
Literature and samples are available on request to the Medical Information Dept. 
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See both sides 
of the world 


Next time you cover half the world on a flight to 
Australia or New Zealand—take in the other half on 
your way home! 

Fly First Class or Tourist; East from London to Sydney 
and Auckland (by T.E.A.L.) along the famous Kangaroo 
Route—come homewards across the Pacific via Fiji and 
Honolulu to San Francisco or Vancouver; then to New 
York or Montreal and on to London by B.O.A.C. Stop 
off en route if you wish—no extra fare—or fly direct, 
Eastward in 24 days; home via North America in 34 days! 
See both sides of the world. Costlier? Only a few pounds 
in it. Useful? You've probably contacts in U.S.A. or 
Canada to make or renew. Pleasurable? Our passengers 
say so, emphatically! 


QANTAS /S AUSTRALIAN FOR COMFORT 


AUSTRALIA’S OVERSEAS AIRLINE 


with B.O.A.C., B.E.A., T.E.A.L., and S.A.A. 


Qantas Super G Constellations also fly from Australia to South Africa, Japan 
and Hong Kong. Qantas too, links New Guinea and Pacific Islands. 


Tickets and all information from Appointed Agents or 
any office of B.O.A.C. or Qantas, 69 Piccadilly, London, W1 (Mayfair 9200) 


The style illustrated 
is ‘JUNIOR 
% FOUR WIDTH FITTINGS to 
4) every half-size in child sizes 
' 7 toS$ in brown willow or black 
box side. 29/9 to 44/9. 
Triple-wearing ‘Solite’ soles. 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 
of 


SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 
The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 


Tavistock House South, Tavistock Square, London, W.C.| 


Will YOU take moxe interest! 
TAX FREE 


equal to 7%, Gross 
(where tax pord at the full 
Te you who should ‘eave nothing tot. \ 
Oo chance we offer a vital service 


@ All cransactions commence 
and remain strictly 
private and confidential 


@ No depreciation or 
fluctuation of Capital 
@ You can withdraw any sum 
at any time on demand @ Fully profit sharing 
@ interest commences from 
date of Investment @ ABSOLUTE SECURITY 
Your money is safe, Your interest is more! 


Write for free brochure “Safe Investments” |7 


the society 


CHISLEHURST: KENT Telephone imperial 2233 (10 lines) 
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APPOINTMENTS 


Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recent y% testimonials with short 
Statement of experience and appointments held. 


Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 


W SERVICE — may have difficulty in supplying recent 
testimonials, but this should not wer them from applying. 
A fully registered medica! practitioner who is liable for National Service must obtain deferment 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment. 
The position of provisionally registered medical practitioners who are liable for National 
Service has been made clear im a notice sent to them by the Ministry of and National 
rvice. 


SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF 
Registrar Grades, Whole-time 

(a) REGISTRAR: Posts obsained normally not less than two years after registration as a 
medical practitioner and held normally for two years: £850 per annum in the first year; £965 
annum in the second and any subsequent years. If the post is resident a deduction of £170 per 
annum is made. 

(b) SENIOR REGISTRAR : Posts obtained normally not less than four years after registration 
as a medical practitioner and held normally for four years; £1,100 per annum in the first year; 
£1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum 
in any subsequent years. If the post is resident a deduction of £200 per annum is made. 


Other Grades, Whole-time 


(a) HOUSE OFFICERS: 
(i) Provisionally registered medical practitioners; £425 per annum for the first post held; 
£475 per annum for the second and all subsequent posis held; 
provided that the employing authority (subject in the case of a Hospital Management Committee 
to the consent of the Regivnal Hospital Board) shal) have discretion to determine that the remun- 
eration of any officer holding his first post ip the Nationa! Health Service as a House Officer 
shall be £475 per annum if they are satisfied that the officer has held at least one hospital post 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
those of house posts in the National Health Service and supervised by appropriate specialist staff. 
(ii) Fully registered medical practitioners : £525 per annum for any post held ; 
rovided that in exceptional circumstances, subject to the consent of the Minister, this rate may 
be exceeded by up to £50 per annum where a post cannot be filled otherwise. 

In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect 
of board and lodging and other services provided shall be made and cach post shal! be tenable 
for six months. 

(6) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in 
Scotland, two years) after registration as a medical practitioner and normally held for one year 
only; £745 per annum. If the post is resident a deduction of £150 per annum is made. 

(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have beld house appoint- 
ments but who are not Registrars and who have less responsibility than other hospital officers 


of non-consultant status: £775 (for an officer appointed not less than one year after ful! registration 
as a medical practitioner) by £50 to £1,075 per annum. If the post is resident a deduction of 
£170 per annum is made. 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE | 
OF HOSPITAL MEDICAL STAFF 


(21/9/56) 


CLASSIFICATION 


and order of appearance 


Practices 
Partnerships 
Assistantships 
Trainee General Practitioners 
Locums 
APPOINTMENTS 
inclading pre-registration 
ender appropriate specialty headings, as follow: 
Ophthalmology 
alty 
Dermatology 
E.N.T. Pathology 
Geriatrics Psychiatry 
Infectious Diseases Radiology 
Medicine Radiotherapy 
eurosurgery 
Obsteirics and Thoracic Surgery 
Gynaecology Urology 


in the following order: 
Consultants, 5.H.M.O.s, Registrars, 
Clinical Assistants, J.H.M.O.s, 


Public Health | Situations (Non-med.) 
Governmental Pharmacists, etc. 
Industrial Receptionists. etc. 
Services Consulting Rooma. etc. 
Republic of Ireland Property 
Oversea ursing Homes 
University and Gar 
Accommodation, etc. 

Research Cruises and Tours 
Notices Hotels 
Meetings Miscellaneous 
Eéucational and Homes 

Lectures Agents 


Rate are owe, Ge Satie 


MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be scent by AIR i 
MAIL. The minimum cost is 3s. per weck. which Laer 
covers up to three separate headings: additional ie 
headings Is. cach 

Please state type of vacancy and remit to the 
Advertisement Director, B.MJ 


ALL CLASSIFIED ADVERTISEMENTS 


EASTER, 1957 PRACTICES (Exchange) 


should reach the 


RURAL PRACTICE YORKSHIRE DALES. 
Suit retiring doctor, small list. Inducement pay- Salary £1,100 per annum. No objection to newly 
ment £500. Hunting, fishing, shooting. Requires | qualified. Good conditions.—Box A.818, B.MJ. 
rural or semi-rural practice S.W. counties.—Box 


Advertisement Director by the first | P®.8!4. BMJ. 


Indoor Assistant with view, medium practice, 
much scope, pleasant suburb Midlands city.—Box 
A.801, B.MJ 

Liverpool. Assistant required, live out, own car. 


Male, single, London, S.E. Live in. Good free 


postal delivery on 


time. About £1,200. No view.—Box A.807, 
J 


‘Part-thne Assistant, Birmi 


THURS., April 11, for April 20 issue ; 
WED., April 17, for April 27 issue. 


Cancellations and/or corrections for 
the apove issues cannot be eftected if 
received in this office after 4 p.m. on 
April 12 and 17 respectively. 


PRACTICES (Executive Councils) 


For vacancies (except those in Scotland) apply on 
Form EC.1I6A, obtainable from the Executive 
Council. Mark envelope * Vacancy.” 


NATIONAL HEALTH SERVICE 
COUNTY OF AYE EXE EXECUTIVE 


Applications are invited ited from registered medical 
practitioners for a vacancy which will arise in the 
burgh of Ayr on July 1, 1957, due to resignation 
of a lady doctor The numbers on list are 
approximately 650. An Initial Practice Allowance 
will be payable, subject to the usual conditions. 
Neither house nor surgery will be available. Forms 
of application may be obtaincd from the under- 
signed, with whem applications should be lodged 
not later than Monday, Apri! 15, 1957. Canvassing 
in any form will lead to disqualification. —Da 
M. Blythe, Clerk and Finance Officer, County of 
Ayr Executive Council, 56, London Road, Kilmar- 
nock (5488) 


PRACTICES (Wanted) 


PARTNERSHIP REQUIRED WITH DOCTOR 
contemplating eventual retiral. Ample capital for 
house purchase.—Box PR.817, B.M.J. 


PARTNERSHIPS (Wanted) 


CONTACT WANTED WITH PRACTITIONER 
(Scotiand) desiring partial retirement within two 
years —Box PA 810. BMJ. 


ASSISTANTSHIPS VACANT 


Box A.539 thanks all app'icants. vacancy sow 
filled. Numbers prevent individual replies. 

Wanted, single Assistant with car. Live in. 
Mixed suburb south Midland city. Salary £1,000 
inclusive.—Box A.811, B.M.J. 

Assistant required for 
West Midland town. Smal! flat available. Good 
salary Car allowance. Rota.—Box A 820, B.M.J. 

Assistant with view. In large West Riding 
partnership practice. Vacancy due to retirement 
of junior partner.—Box A.732. B.MJ 

Experienced Assistant in large practice. 
No view, but good remuneration.—Box A.808, 
B.M J. 


work. British, car provided — A.737 BMJ. 

Permanent Assistant, so view af preseat. Us- 
furnished spacious flat, garden. garage free. South 
Wales town. No mining.—Box A.803, BMJ. 

Young married Assistant, car owner, required 
May | County Durham. GP. experience not 
essential. Unfurnished house provided.—Box 
A.819, B.M.J. 


ASSISTANTS AVAILABLE 


Wanted, country Assistantship with prospects 
ultimate partnership. Married, 33, car owner, 
English. H.P., H.S. obstetric and gynaecology, 
gencral practice. —Box A.802, B.MJ. 

Assistantship with view required by T.C.D. 
graduate, aged 30, married, expericnced. capital for 
house. —Box A.821, B.MJ. 

Experienced M.B. desires evening surgeries o/ 
near Epsom.—Ashtead 2029 or Box A 822. — 

Experienced Sheffield doctor 
typing.—Box A.804, 

Jewish, male, 29, B.S., Traineeship. 
Car owner. Free July ba | or without view. 
London arca.—Box A.815, B.M.J. 


TRAINEE GENERAL 


PRACTITIONERS (Vacant) 


Wanted May 1, Trainee, male, live out, partner- 
ship three, Cheltenham, mixed practice, with ample 
ancillary help. Car essential —Box T.805, B.MJ. 


| | 
| 
| 
| 
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Box A.134, Thanks to ali applicants. Vacancy 
INCIL now filled 
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any office of B.O.A.C. or Qantas, 69 Piccadilly, London, W1 (Mayfair 9200) 
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Trainee General Practitioners—contd. 


Wanted, Trainee. Comfortable flat provided 
free. Write 50, Grange Road, London, §.E.! 

Wanted, Traince. male or female, car 
Country practice, Norfoik.—Box T. 709. BMJ 

Doctor »wanted as Traisee, mid-May. 
Pleasant partnership Midlands cathedral city. Car 


owner Excellent general experience with access 
to local hospital and maternity unis.—Box T 607. 
BMJ 


Partwership offers Traimee good all-round train- 
ing experience including midwifery, plenty of time 
for study and pleasure. Live out. Own car or 
car @river. London, E.6. Only 20 minutes from 
Oxtord Circus Salary £775 pilus £150 for car.— 
Box T 70%. BM 

Truince May 1, male, British, married, 
ear owner, in pleasant rural Cotswold practice. 
Furnished cottage available.—Dr. Adamson, Inish- 
more, Wotton-under-Edge, Glos. 

Trainee required for group practice, middie of 
May, mixed urban and rural practice, car necessary. 
Small furnished bouse availatic Principal 
8HM.O Obsetics.—Apply Dr. Pollok, Pool, 
Redruth, 

Trainee required, Soeth Coast town, male or 
female NHS rates --Box BMJ 

Traisee required Joly in partnership N.E. Loe- 
don, malic or femaic, car owner.—Write Dr 
Bernard Homa. 20, Dalston Lane, E.8, or ‘phone 
Cilesold 2855 

Trainee required, either sex, June 1, for pleasant 
rural practice near Tunbridge Wells. Car necessary. 
Accommodation availabic single practitioner if 
Gesired.—Howell, Brenchicy, Kent 

Two Tralaces required, to alternate for 
moothily pcriods between a partnership practice 
ie Selkirk and a Senior House Officer appointment 
is the Orthopacdic Department at Pec! Hospital, 
Galashicis. over a total period of two years 
Salary £745 £775 plus car allowance when in 
general practice. Applications to Medical Superin- 
tendent, Pec! Hospital, Galashiels, from whom 
full particulars can be obtained 

Woman Trainee wanted, woman doctor's prac- 
tice. Central Scotiand, live ia, car provided.—Box 
7.823, BMJ 


LOCUMS (Vacant) 


Wanted, Locum, not single-handed, from August 
19 10 September 14, 1957, inclusive.—Replies to 
Drs. Grahame and Stevens, 10, Barnsicy Road, 
South Elmsai!l, Pontefract, Yorkshire 

Wanted, Locum with car, semi-rural practice, 
June 7 to June 16.—Box L.824, BMJ 

Locum from April 24 to June 4 lactusive. Seml- 
rural. Car optional.—Dr. Burton, Park Street, 
Ripon. Tel 117 


resident, required area 
August 6 to September 21 inclusive. No night 
work Adequate off duty. Car esscntial.--Box 
L825, BMJ 

Locum required for partnership in York (a) from 
July 22 to September 23; (b) from August 12 to 
19. Car owner preferred.—Box L.809, B.M.J 

Locum required for seaside practice June 10 to 
August 18. to assist remaining partner. Abie to 
@rive car.—Watson, 41, Wellington Road, Brid- 
lington. Yorks 

Locum wanted from May 5 to 26. Usual terms. 
Car nccessary.—Williams and Biackwood, 110 
Kings Road, Harrogate. 

Lecem wanted May 4 to 18, preferably with car. 
Replacing one of two partners. 16 guincas per 
week, plus accommodation, plus car allowance.— 
Apply jewels, Lioyd Street. Stafford 

Practitioners desiring to act se Locum Tenens 
for short or long periods are invited to communi- 
cate with wus. Vacancies in all parts Percival 
Turner Medical Agency, 25, Maiden Lane, W.C.2. 


General Hospital, West Lothian 
(15 miles from Edinborgh) 


Applications are invited for the post of 
Lecuem House Officer 


ia the General Surgical Unit of Bangour General 
Hospital. Certain Casualty duties. Salary and 
conditions of service in accordance with regulations. 
Applications to Group Secretary and Treasurer, 
Board of Management, Bangour Hospital, Brox- 
burn, West Lothian (54383) 


andsworth Commoa, 


Locum Su egistrer 
resident, Apri! 22 to 57. inclusive. Apply 
Hospital Secretary ($292) 


City General Hospital, Stoke-on-Trent (845 beds) 


lecum 
required May & for two weeks (one week Registrar, 
one week Senior Registrar), obstetrics and gynac- 
cology Apply immediately to H.M.C. Secretary 
Princes Road. Stoke-on-Trent, giving full details. 
(5293) 


Brighton and Lewes Hospital Management 
Committee 


Locum Radiologist 
required for eight sessions per week from Septem- 
ber 8 to 28, 1957. Applications, giving details of 
experience, with the names of two referees, to 
Group Secretary, Brighton and Lewes Hospital 
Management Committee, Royal Sussex County 
Hospital, Eastern Road, Brighton, 7. ($152) 


Ciwyd and Deeside Hospital Management 
Committee 


Colwya Bay and West Denbighshire Hospital 
(60 beds, acute) 

Locum Jusior Hosxpital Medical Officer 
required for period April 23, 1957, to May 20, 
1957, inclusive. Applications, with two recent 
testimonials, to be sent forthwith to Group Secre- 
tary. Rhianfa.”” Russell Road, Rhyl. ($027) 


REPLIES TO BOX NUMBER 
ADVERTISEME.«TS 
The oames and addresses of advertisers 
using box numbers are held by us in strict 
confidence and cannot be disclosed. Appii- 
cations should be separately enclosed and 
clearly addressed : 


BOR 
British Medical Journal, 
B.M.A. House, 


Tavistock Square, W.C.1. 
All communications are forwarded to 
advertisers under plain cover 
tt is not possible for this office to accept 
telephone messages for relay to advertisers. 


Croydon Group Hospital Management Commitice 


Mayday Hospital (611 beds) 
General Hespital (200 beds) 

Orth dic Regi -Lecum Tenens 
May 15 to June 12. Non-resident post. Applica- 
tions, in writing, to George A. Paines, Group Sec- 
retary, Hospital Management Commitice, General 
Hospital, London Road, Croydon (5294) 


General Hospital, Southend-on-Sea 


Locum Medical Registrar 
required for period April 29 to May 12, both dates 
inclusive Applications, stating agc, qualifications 
and experience. to be sent to the Secretary at the 
hospital as soon as possible —J. C. Field, Secretary 
(5418) 


Geacral Hospital, Southend-cn- Sea 


Locum Anaesthetic Registrar 
required for period April 26 to August 3, 1957, 
inclusive. Applications, stating age, qualifications, 
and previous experience, to be sent to the under- 
signed as soon as possible.—J. C. Field, Secretary 
(5486) 


Heatherwood Orthopaedic Hospital, Ascot, Berks. 


Locum Registrar (Orthopaedics) 
required immediately Applications, giving full 
details of experience and names of two referees. 
to Sceretary. (5829) 


Herts and Essex General Hospital 
Bishop's Stortford, Herts (400 beds) 


Locem Registrar Anaesthetics (resident) 
required immediately. Appointment for one month 
and thereafter on week by week basis. Applica- 
tions, stating qualifications, sationality, age, and 
experience, with copies of testimonials or the 
mames of two referees, to the Hospital Secretary. 
Telephone : Bishop's Stortford 963. (5435) 


Leeds Regioea! Hospi Beard 
Whole-time Locum Tenees Assistant Aannesthetist 
(S.H.M.O. scale) 

Hull (A) Group of Hospitals (initial period of three 
months), Applications, stating age, qualifications, 
and details of appointments held (showing dates), 
together with the names and addresses of three 
referees, to the Secretary, Park Parade, Harrogate, 
as soon as possible. (5050) 


Leeds Regieasl Hospital Board 


Locum Tenens 

Appoiniments in the Registrar grade are con- 
stantly available at hospitals in the area of the 
Board, particularly in the specialties of anacsthe- 
tics, general medicine, general and orthopaedic 
surgery and psychiatry Interested practitioners 
suitably experienced should communicate with the 
Secretary. Joint Registrars Committee, Park Parade. 
Harrogate. (5281) 


Long Grove Hospital (for Mental and Nervouw 
Disorders), Epsom, Surrey 


Locum Tenens S.H.M.O. 
required immediately for approximately four 
moaths. Candidates must have experience of psy- 
chiatry in all its branches. Possession of D.P.M. 
essential. Salary 314 guineas per week. Residential 
accommodation for a single man or woman avail- 
able at an appropriate charge. Applications to 
Physician Superintendent 


Hope Hospital, Salford, 6 


Resident Locum Registrar (Poedietries) 
required for approximately two months from mid- 
April. The department comprises 140 beds, including 
medical, surgical and infants’ wards and out-patient 
department. The pacdiatric staff supervise the neo- 
matal nurseries of the obstetrical department (70 
lying-in beds). Applications, with the sames of 
two referees, to be forwarded to the Group Seo 
retary, Salford Royal Hospital, Salford. 3, 
forthwith. (5424) 

Manchester Regiooal Hospital Board 

Lecum Whote-time or Maxiwom Part-time 
Consultant Radiologist 
required for four months from early June, 1957. as 
holiday relief im various hospital centres ip 
Cheshire. Salary according to individual grading. 
Applications, with the names of two referees, to 
be forwarded to the Senior Administrative Medical 
Officer of the Board. Cheetwood Road, Manches- 
ter, 8, as carly as possible (5475) 


Medway and Gravesend Hospital Management 
Committee 


Gravesend and North Kent Hospital, Gravesend 
Locum House Surgeon 

required immediately until permanent appointment 

made. Applications tw Hospital Secretary as soon 

as possible ($374) 


Hospital, Sb 
Woolwich, S.E.18 


Lecum Surgical Registrar 
required for period April 15 tw May 30, 1957. 
Resident post. Salary £17 10s. per week, less £170 
Per anoum for board and lodging Apply to 
Secretary (Tel.: WOO 2670). (5439) 


Newcastle Regional Hospital Board 
Lecum Coasultant Anaecsthetist 
for nine notional half-days per week for approxi- 
mately three months, Newcastic upon Tyne group 
of hospitals. Main hospital Newcastle General 
(838 beds, including special units, i.e. seurosur- 
gery, plastic surgery, urology). Applications, with 
names and addresses of three referees, to §.A.M.O., 
Regional Hospital Board, Benficid Road, Newcastle 
upon Tyne, 6, immediately. (5295) 


Northern Ireland Hospitals Authority 


Locum Tenens for Consultants 

Applications are invited for the undernoted 
whole-time jocum tenens posts at hospitals ia 
Northern Irciand : 

@ — Medicine—July 1 to September 24, 
(ii) General Medicine—August 1 to 31, 1957. 
ii) General Medicine—August 4 to 24, 1957. 
(iv) Anacsthetics—July 15 to August 11, 1957. 
(vy) Radiology—September 2 to 28, and October 

7 w 19, 1957 

(vi) Radiology—October 27 to November 9, 1957. 
Remuocration wil] be at the rate of 314 guineas 
per week, or, if the locum is of Consultant status. 
at the rate of £50 per weck. 

Applications to be made on a form obtainable 
(with further particulars) from the Secretary, 


Locum Radiologist 
whole-time, at Northampton General Hospital for 
about two months from April Applications, 
giving full details of experience and names of pa 
referees, to Senior Medical Officer, 
43, Banbury Road, Oxford. ($296) 


St. James’ Hospital, Batham, Loados, S.W.12 


Locum Anaesthetic Registrar 
required from April 15. Applications, stating age, 
qualidcations, experience, and two referees. to 
by Secretary at above address, immediately. 
(0185) (S431) 


— 
| | 


pat 


M. Blythe, Clerk and Finance | Officer, County of 
Ayr Executive Council, $6, London Road, oan 


Experienced Assistant requiree in pres. 
No view, but good remuncration.—Box A.808, 


Arai. 6, 1957 
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ship three, Cheltenham, mixed practice, with ample 
ancillary help. Car essential —Box 7.805, B.M.J. 
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Locums 
Sheffie:d Regional Hospital Board 


Locum Resident Regist Orth dics) 
required immediately for Su George's Hospital, 
Lincoln. with out-patient clinic duties at the County 
Hospital, Lincoln. Apply w Secretary, Shefficid 
Regional Hospital Board, Oid Fulwood Road, 
Shefficid, naming two referees. ($331) 


Sheffic'd Regional Hospital Board 


Whole-time Locum Resident Surgical Registrar 
required immediately until June 18 at the Grantham 
and Kesteven General Hospital. Remuncration 
£17 10s. per week, less a deduction for residence. 
Apply to the Secretary, Sheffield Regional Hospital 
Board, Old Fulwood Road, Shefficid, naming two 
referees ($297) 


South-West Metropotitan Regional Hospital Board 


A Lecuom Tenens of either S.H.M.O. oF 
Consultant Status 
required for nine half-days per weck for the 
Portsmouth Group of Hospitals for the month of 
May, 1957 The successful candidate will be in 
sole charge of the Physical Medicine Department 
in the Group. Remuncration will be in accordance 
with the terms and conditions of service of hos 
pital medical and dental staff. Applications, with 
names and addresses of three referces, to the Area 
Secretary. Highcroft,” Romscy Road, Winchester, 
by April 17, 1957 (5357) 


The Middtesex Hospital, W.1, and North-West 
Metropeli Regioaal Hospital Board 


Applications invited for post of 
Locum Senior Registrar in Radiology 
for about 4 months from mid-May. Duties involve 
six half-days at the Middlesex Hospital and five 
half-days at the Royal Northern Hospital under 
the control! of the North-West Metropolitan 
Regional Board. Forms of application obtainable 
from the Deputy Superintendent, The Middlesex 
Hospital, should be returned, naming two referces, 
by April 30. (5482) 


Upten Mespital, Siough 


Locum Anaesthetic Registrar 
required from April 18. Applications, with names 
of two referees, to Secretary. (5298) 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A, House, Tavistock Square, 
London, W.C.1, or with the Medical Sec- 
retary of the Irish Medical Association, 
10, Fitzwilliam Place, Dublin, to learn the 
views of the Association regarding the 
terms and conditions of service pertain- 
ing to the appointment : 
REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff. 
By Order of the Council, 
A. MACRAE, 


April 2, 1957. Secretary. 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ANAESTHETIC REGISTRAR 


West Suffolk General Hospital, Bury St. Edmunds 
(262 beds), Post recognized for D.A. and F.F.A. 
Furnished flat availabie Appointmem for one 
year, renewable for second ycar. Applications, 
stating age, experience, and the names of three 
referees, to the Board's Senior Administrative 
Medical Officer, 117, Chesterton Road. Cambridec, 
by April 15, 1987. Candidates invited to visit 
hospital by direct arrangement with H.M.C. Secre- 
tary at the hospital. (5299) 


LOCUMS (Available) 


Experienced G.P. available locum two weeks 
early August. Orkney, Shetland, Scottish Western 
Coast.—Beatton, Dawicy. Salop 

Experienced locum available. Indian, Conjoint. 
Car owner Anywhere.—Box L.816, B.MJ 

Experienced woman general practitioner avail- 
able Locums anywhere. April onwards, own car.— 
Davis, 6, Glisson Road, Cambridge. 


APPOINTMENTS 


ANAESTHETICS 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT ANAESTHETIST 
required (nine half-days per week) for the Bourne 
mouth and East Dorset Group of Hospitals. The 
main duties will be at the new surgical unit at the 
Christcharch Hospital. Candidates must have bad 
wide experience in anaesthetics and should possess 
highe, qualifications Residence in the Bourne- 
mouth area is a condition of the appointment. 
Canvassing will disqualify, but candidates may visit 
the hospital by arrangement with the Group Sec- 
retary, Royal Victoria Hospital, Shelley Road, 
Boscombe, Bournemouth Applications (seven 
copies), stating age, qualifications and experience, 
and the names and addresses of three referees, to 
the Area Secretary, Highcroft, Romsey Road, Win- 
chester. by April 23. 1957 (5358) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appoin‘ment : 

WHOLE-TIME ASSISTANT ANAESTHETIST 
based at the Western Infirmary, Glasgow. Salary 
(at age 32 and over) on the scale £1,575 by £50 
to £2025 Applications (16 copies), stating date 
of birth, qualifications, experience, present appoint- 
ment. and the names of three referees to reach 
the Secretary, Western Regional Hospital Board, 
64. West Regent Street, Glasgow, C.2, not later 
than 30 days after the publication of this adver- 
tisement (5395) 


EDGWARE GENERAL HOSPITAL (762 beds) 


REGISTRAR 


whole-time, resident, required in Departmem of 
Anaesthesia. Vacant May 1, 1957. Hospital may 
be visited by direct appointment with Medical 
Director. Application forms obtainable from, and 
returnable to. Group Secretary, Hendon Group 
Hospital Management Committee, Edgware General 
Hospital, Edgware, Middlesex, by April 16, 


GUY'S HOSPITAL, S.E.1 


Applications are invited for the post of 
ANAESTHETIC REGISTRAR 


(non-resident) to the Department of Anaesthetics 
The appointment will be until September’ 30, 1958, 
in the first instance, dutics commencing as soon 
as possible. Applicants should have heid a recog- 
nized resident post in anacsthesia. Forms of 
application are obtainable from, and should be 
lodecd with, the Superintendent, Guy's Hospital, 
Lendon Bridge, S.E.1, not later tham April 19, 
1957. (5444) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


The United Liverpool Hospitals 


Applications are invited for the post of 
SENIOR REGISTRAR IN ANAESTHETICS 


for the period to September 30, 1958 Aooual 
re-appointment thereafter until compliction of the 
normal period of training will be considered with- 
out seed for further application. Duties will be 
undertaken initially at Alder Hey Children’s Hos- 
pital and the Royal Liverpool Children’s Hospital. 
where the post is intended to give specialized 
experience for a minimum of one year in pacdiatric 
anaesthesia including neonatal and cardiac surgery. 
The post is one of four Senior Registwrarships in 
Anaesthetics and transfers between posts io 
Regional and Teaching Hospitals are usually 
arranged to give experience in different branches 
of anaesthesia. Forms of application from Dr. T. 
Lioyd Hughes, Senior Administrative Medica! 
Officer, Liverpool Regional Hospital Board, 19. 
James Street, Liverpool, 2, to be returned not 
later than April 17, 1957.—Vincent Collinge. 
Secretary to the Board. (5378) 


MOUNT VERNON HOSPITAL, Neorthweod, 
Middlesex 


ANAESTHETIC REGISTRAR 
required. Duties to be divided cqually between 
the Plastic Centre and the General Hospital, sed 
will include routine and emergency work. Candi- 
dates should be working for. or in possession of, 
the higher qualifications in anacsthesia. Applice- 
tion forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group 
H.M.C.. Mount Vernon Hospital, Northwood, 
Middlesex, by April 20, 1957 (S211) 


ROYAL NATIONAL THROAT, NOSE AND EAR 
HOSPITAL, Gray's Inn Road, W.C.1, and Goldes 
Square, W.1 


There will be a vacancy for 
ANAESTHETIC R EGISTRAR 
(residemt or non-resident) as from May 1, 1957, to 
work as required at both hospitals. Applicants 
should have had some special experience in 
anaesthesia and preferably should hold, or be 
working for, a higher qualification in that specialty. 
Registrar grading, and salary in accordance with 
the terms and conditions of service under the 
Nationa! Health Service Act. Applications, giving 
full particulars of age. qualifications and experience, 
with the names of two referees, should be sent to 
the House Governor within seven days (5507) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Beckett Hospital, Barusiey (174 beds) 
(Recognized for the F.F.A.R.C.S.) 
WHOLE-TIME RESIDENT OR NON-RESIDENT 
REGISTRAR (Anaesthetics) 
required, with dutics also at St. Helen Hospital, 
Barnsiey (225 beds). Appoinimem for one year 
in first instance. Apply to Secretary, Sheffield 
Regional Hospital Board, Old Fulwood Road, 
Sheffield, by April 15, 1957, giving age. nationality, 
qualifications, present and previous appointments 
(with dates), naming three referecs (500) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
leicester Hospitals 


WHOLE-TIME NON-RESIDENT REGISTRAR 
(Asaesthetics) 
required, t© work at hospitals in the arca of the 
Leicester Nos. 1 and 2 Hospital Management Com- 
mittee Groups, the principal hospitals being the 
Leicester Royal Infirmary, the Leicester General 
Hospital, and the ester ‘Isolation Hospital and 
Chest Unit. Appointment for one year in first 
instance. Apply to Secretary, Shefficild Regional 
Hospital Board, Old Fulwood Road, Sheffield, by 
April 15, 1957, giving age, nationality, qualifice- 
tions, present and previous appointments (with 


dates), naming three referces. ($301) 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for the appointment of 
REGISTRAR IN ANAESTHETICS for the 
Boernemouth and East Dorset Group of Hospitals 
with duties including the Christchurch Hospital. 
This is a new post which is consequent upon the 
opening of 56 surgical beds at Christchurch Hoe- 
pital. The post is tenabie for one year in the first 
instance and applicants should have had consider- 
able experience in anacsthesia It will be an 
advantage if the successful candidate is willing to 
be resident at one of the hospitals. Forms of 
application are obtainable from the Group Secre- 
tary. H.M.C. Office, Royal Victoria Hospital, 
Gloucester Road. Boscombe, Bournemouth, and 
should be returned to him within fourteen days of 
the appearance of this advertisement (S281) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Wandsworth Hospital G 
St. James’ Hospital, S.W.12 


ANAESTHETIC TIC REGISTRAR 
Post recognized for D.A. and FFARCS. 
Application forms, obtainable from Group Secre- 
tary at above address, to be completed and 
returned as soon as possible. (0184) (5432) 


UPTON HOSPITAL, Slough 


ANAESTHETIC RFGISTRAR 
resident, required, with duties at other hospitals 
in the Group. Post recognized for D.A. and 
FF.ARCS. Forms of application from, and 
returnable to, Secretary, Windsor H.M.C., Alma 
Road. Windsor, by April 21 (5302) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 29 


= 
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Princes Road. Stoke-on-Trent, giving full details. 
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Anaesthetics—contd. 
Westen BREGIVUNAL HOSPITAL BOARD 


Applications are invited for the following 
appo.niment, which will be for ome year in the 
insianc 

REGISTRAR IN ANAESTHETICS 
for dutics at Killearn Hospital, Suriingshire, and 
at the Western and Royal Infirmarics, Glasgow. 
Applications (12 copics), stating date of birth. 
Qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64. West Regent 
Sweet, Giaxgow, C.2, by April 20, 1957 (5446) 


BUK.LON-ON- TRENT GENERAL HOSPITAL 


ANAESTHETIST 
required as from June 1, 1957 The post ss 
formally resident, but applicants for a non-resident 


post will be considered. Applications to Group 
Secretary, General Hospital, Burton-on-Trent, as 
poRsibic (5490) 


DUDLEY RUAD HOSPTIAL, Birmingham, 18 
(780 beds) 


SENIOR HOUSE OFFICER—ANAESTHETICS 
@esident). Recognized for D.A. and F.F.A.R.CS. 
Vacam April 21, 1957. Extensive experience of 
@nacsthetics not necessary. Duties include list and 
@mecrecncy work in general surecry, gynaccology, 
Obstetrics, and E.N.T. at hospitais in the Group 
Detailed applications, with copies of three recent 
testimonials, to the Group Secretary (5415) 


ESSEX COUNTY HOSPITAL, Colchester 
(18S beds) 


Applications invited for post of 

SENIOR HOUSE OFFICER (Anaesthetics) 
Post tenable for one year. Recognized for F.P.A. 
and D.A. The successful candidate will be called 
upon to give anaesthetics in other hospitals in 
the Group Applications, with copies of three 
testimonials, to Group Secretary, Colchester 
H.M.C., 14, Pope's Lane, Colchester, Essex. (5455) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate Street, Gloucester 


RESIDENT ANAESTHETIST 
required, SHO. grade Post recognized for 
F.F.A R.C.S., and vacant mid-April. Applications, 
gaming two referees, to Group Secretary (5456) 


BACKNEY HOSPITAL MANAGEMENT 
OM 


MITTEE 


Applications are invited for the 12 months’ 
resident appointment of 
SENIOR HOUSE OFFICER (Anaesthetics) 
now vacant) Duties shared between German 
pital, E.8 (157 beds, general), and the Mothers’ 
Hospital (Salvation Army), E.5S (110 mater- 
nity), with residence at the German Hospital. The 
post offers experience im general surgical anacs- 
thesia and is approved for the Diploma in Anacs- 
Metics Facilities for study provided. Apply 
Group Secretary, Hackney Hospital, London, E.9, 
quoting GH /SHO, by April 18 ($372) 


KEI TERING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Kettering General Hospital, Kettering (130 beds) 


Applications are invited from registered medical 
practitioners for the appointment of 
SENIOR HOUSE OFFICER IN ANAESTHETICS 
Post vacant April 14, 1957. Post recognized for 
D.A. Applications, giving details of qualifications 
and experience, and enclosing copies of three 
fecemt testimonials, to be sent to the Group Sec- 
fetary at the above address (5166) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the pust of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant June 1 The appointment includes duties 
at both the Leicester Royal Infirmary and the 
Leicester General Hospital. Recognized for DA., 
F.F A. Applications, stating age, qualifications and 
expericnce, with copies of recem testimonials, to 
Group Secretary, Leicester No. 1 Hospital Manage- 
ment Committee, the Leicester Royal Infirmary, 
immediatcly (4722) 


MANSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN ANAESTHETICS 
for duties at the Mansficild and District General 
Hospital (205 beds) and King’s Mil! Hospital (172 
beds). The post. which is recognized for the DA. 
and FFA will be vacant on May 1, 1957, 
Applications, stating age, qualifications. nationality, 
and experience, together with the names of two 
referees, t© be forwarded to the Group Secretary. 
Mansticid Hospital Management Committee, Crow 
Hill Drive, Mansfield. (5053) 


Secretary, Joint Registrars Committee, Park Parade, 
(5293) Harrogate. (5281) | (5431) 
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qualifications, experience, and two referees. to 


Group Secretary at above address, immediately. 


Apait | 6, 1957 


METROPOLITAN HOSPITAL, Kingsland Road, 
Leadon, E.8 


Applications are invited from registered medical 

practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetist) 

Post recognized for the F.F.AR.C.S. Apply, 
stating age, nationality, qualifications and experi- 
ence, together with two testimonials, to the Hus- 
pial Secretary (5370) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITIEE 


caters | OF SENIOR ANAESTHETIC 
OUSE OFFICER 

Applications bea invited for the appointment of 
Senior Anaesthetic House Officer (resideot) for 
dutics at the Oldham Royal infirmary (190 beds) 
and the Oidham and District Gencral Hospial 
(937 beds), becoming vacant va June I, 1957 
hospitals are recognized for the D.A. Applica- 
tions, together with the names of two referces, 
should be forwarded forthwith to the Group Sec- 
retary, Oldham and District Hospital Management 
Committee, Central Offices, Rochdale Ruad, 
Oldham ($383) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, Plymouth 


SENIOR HOUSE OFFICER IN ANAESTHETICS 

Vacant May 1, 1957, for two months. Recug- 
nized for the DA. and F.FAR.CS. Applica- 
tions, giving age, nationality, and experience, with 
names of three referees, to be sent to the under- 
signed.—F. Hall, Deputy Group Secretary, 7, Nelson 
Gardens, Stoke, Piymouth (5404) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Berkshire Hospital, Reading (339 beds) 


Applications are invited from registered medical 
re (male or femaic) for the appointment 
ofa 

SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant May 1, 1957, for a period of one year. 
Post recognized for F.F.ARCS Salary £745 
per anoum, jess £150 for board-residence. Write, 
Stating eg¢e, qualifications with dates, sationality 
and present post, together with the names of three 
referees, to the Group Secretary, Reading and 
District Hospital Management Comauuee, 3, 
Craven Road, Reading (S246) 


ROCHDALE INFIRMARY 


ANAESTHETICS 
required. Applications, with names and addresses 
of two referees and full particulars, to Group 
Secretary, Central Offices, Birch Hill Hospital, 
Rochdale, Lancs, as svon as possible. ($412) 


ROYAL CORNWALL INFIRMARY, Trure 
(220 beds) 

Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant June 1, 1957, for duties at the above 
hospital. The post, which is tenable for one year, 
is recognized for the DA Applications, staung 
oationality, age, qualifications and expericace, 
together with the names and addresses of two 
referees, to be sent to the Hospital Secretary, 
Royal Cornwall Infirmary. Truro. 5002) 


SOUTH CHESHIRE HOSPITA 
1 Tee 


SENIOR HOUSE OFFICER ( Anaesthetics) 

Vacant mid-April. Six to 12 month. Duties 
mainly at Surgical Hospital, Crewe (120 beds), and 
Maternity Unit, Barony Hospital, Nantwich. 
Recogaized D.A. Previous expericnce not necessary, 
New theatres with perfect air conditioning aad 
latest anacsihetic apparatus and cquipment  Per- 
soual supervision and teaching by Cunsultant. 
Apply immediately, stating age, quaiificatwns, etc., 
with names of two referees, to the Group secretary, 
Barony Hospital, Nantwich, Cheshire. (S491) 


SOUTHAMPION GROUP HOSPITAL 
MANAGEMENT COMMITTER 


Applications are invited for the post of 

SENIOR HOUSE OFFICER (Anaesthetics) 
for the Anaesthetic Department of the Southamp- 
ton Group of Hospitals Special faciliues for 
working for F.F.A.R.C.S. and D.A. Applications, 
with copies of testimonials, shoud be forwarded as 
soon as possible to the Gsoup Secretary, Svouth- 
ampton Group Hospital Managemcot Committee, 
Bullar Street, Southampton. (5367) 


THE GUEST HOSPIIAL, Dudicy (154 beds) 
SENIOR HOUSE OFFICER (Aaaesthetics) 
Apply Group Secretary, Guest Hospital, Dudley, 
Worcs. ($457) 


THE FOR SICK CHILDREN 
Great Ormond Sweet, Londoa, W.C.1 


There will be a vacancy on July 15, 1957, for a 
JUNIOR RESIDENT ANAESTHETIST 
(Senior House Officer) 

Full particulars and form of application, which 
must be returned not later than Monday, May 6, 
1957, may be obtained from the undersigned.— 
F. Rutherford, House Governor and 7 

(S16 


TORQUAY DISTRICT HOSPITAL MANAGE- 
MENT COMMITILE 


Torbay Hospital, Torquay (166 beds) 
SENIOR RESIDENT HOUSE OFFICER 
(Anaesthetics) 


required April 21, 1957. There is a complement 
of 6 Resident House Officers, and the Hospital is 
recognized for the D.A. and the F.F.AR.C.S. 
Applications, stating qualifications, age, nationality, 
with copy testimomals, to the Group Secretary, 
Torbay Hospital, Torquay. S. Devon. 44534) 


CASUALTY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


St. Albans City Hospital (384 beds) 


CASUALTY OFFICER (Registrar grade) 
required. Post recognized for the F _R.C.S. regula- 
tions and preference will be given to such candi- 
dates. Appointment tenabie for six months from 
May 26 and subiect to review at the end of this 
period. Applicauion forms obtainabie from, and 
returnable to, Secretary, Mid-Herts Group 
pital Management Commitice, Bieak House, 
— Street, St. Albans, Herts, by an 


OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN ACCIDENT AND 
ORTHOPAEDIC SURGERY 
to the hospitals of Northampton Hospital Manage- 
ment Commitice. The dutics will be mainly at 


ROYAL GWENT HOSPITAL, Newport, Mon 
(260 beds) (Recognized D.A. and F.F.A.R.C.S.) 


SENIOR HOUSE OFFICER 

required May 1 Non-resident The successful 
candidate will receive a thorough training in 
anacathesia from the Consultants, and previous 
experience in the specialty is not required. When 
proficient will also attend nearby hospitals. Saitary 
£745. Write, quoting two referees, t T A Jones, 
Group Secretary, 64, Cardiff Road, Newport, Mon. 

(5084) 


ROYAL SUSSEX COUNTY HOSPITAL 
Brighton (321 beds) 


RESIDENT ANAESTHETIST (S.H.0. grade) 
required for one year, with interchange of duties 
by agreement. at the Brighton General Hospital and 
other specialized units within the Brighton and 
Lewes Group. Post recognized for F.F.AR.C.S. 
and D.A Applications will be considered for 
permanent post or as locum Applications, stating 
nationality and usual particulars. and naming two 
referees, to the Administrative Officer, Royal Sussex 
County Hospital. (5213) 


North General Hospital. but wil) include 
work at the Manficid Orthopacdic Hospital. The 
appointment will be for one year and eligible for 
a second year. The successful candidate may live 
of near the Northampton General Hospital. 
Applications, on forms obtainable from the Sec- 
retary, Registrars Commitee, 43, Banbury Road, 


Oxford, should reach him by Apri) 23. (5303) 
COVENTRY AND WARWICKSHIRE HOSPITAL 
Coveatry 


SENIOR ASSISTANT (.H.M.O. grade) 
for Accident and Orthopacdic wards. Appointment 
for one year in first instance, renewable annually 
up to four years. Recognized F R.C.S Previous 
experience desirable Resident accommodation 
available. Applications to Hospital ——« 
( 


SOUTHPORT GENERAL INFIRMARY 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Resident) 

Whole-time casualty post, vacant end of April. 
Apply, stating age, qualifications, experience, 
nationality, enclosing copies of two recent testi- 
monials, to Group Secretary, Southport and District 
H.M.C., Promenade Hospital, Southport. (5103) 


— 


than 30 days after the publication of this adver- 
tisement. (5395) 


later than April 17, 1957.—Vincent Collinge. 
Secretary to the Board. (5378) 


APRIL 6, 1957 


BRITISH MEDICAL JOURNAL 


top of page 29 


33 


Casualty—contd. 
CASTLEFORD, NORMANTON AND DISTRICT 
HOSPITAL 


RESIDENT CASUALTY OFFICER 
Senior House Officer grade, required. Furnished 
house available as married accommodation. Appli- 
cations to the Sccretary, Great Northero oem, 

Row, Pontefract, as soon as 

* (5333) 


DARTFORD HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER (Casualty Officer) 
required at the West Hill Hospital, Dartford 
Vacant May 21, 1957. Dartford is of easy access 
to London, with a frequem tain service. Appli- 
cations, with full particulars, to be sent to the 
Group Secretary, Dartford Hospital Management 
Committee. the Bow Arrow Hospital, Dartford, 
Kent. (5304) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENTOR HOUSE OFFICER (Casualty) 

One of two. Additional appointment available 
immediately Apply. stating full details, with 
copies of two recent testimonials, to Secretary 

(5085) 


HERTFORD COUNTY HOSPITAL (173 beds) 
(Hospital situated 21 miles from London) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Stockton-on-Tees 


Appiications are invited ited for the post of 
SENIOR HOUSE OFFICER 

in the Casualty Department at the above-named 
hospital, which is in charge of a Senior Casualty 
Officer. The post, which becomes vacant at the 
end of April, 1957, is recognized for the F.R.CS. 
and time for study will be allowed. Applications, 
stating full details and giving two referees, should 
be addressed to the Hospital Secretary. (5305) 
TILBURY AND SOUTH-EAST ESSEX HOSPITAL 

MANAGEMENT ¢ COMMITTEE 


and Riverside General Hospital, 
Orsett Branch, Orsett, Essex 


Applications are invited from registered medical 

Practitioners for the appointment of 
SENIOR HOUSE OFFICER 

to the Casualty and Orthopacdic Department of 
the sbove hospital. The post. which ts recognized 
by the Royal College of Surgeons. becomes vacant 
on May II, 1957. and will be for six months in the 
first instance. Applications, together with cop'es 
of recent testimonials, should be forwarded to the 
undersigned —G E. Whyte, Group Secretary. 
Thurrock Hospital, Grays. (5336) 


ST. GILES’ HOSPITAL, Camberwell, §.E.5 
HOUSE SURGEON 
(Casualty duties. with some General Surgical, 


E.N.T. and Eye beds) 
Recognized pre-registration post 


Apolications, 


with copy testimon‘als or names of referees. to 

Group Secretary, Camberwell H.M.C., Dulwich 
Hospital. East Dulwich Grove. S (Pr.5306) 
with attachment to Pacdiatrician and O 
Consultant Satary £745 per annum, less £150 per 
annum residential emoluments. Recognized under CHEST AND TUBERCULOSIS 
F.R.C.S. regulations. Appointment to commence 
immediately. Apply, with full details and refer- (see a'so THORACIC SURGERY) 
ences, to Group Secretary. Hertford HMC., 
County Hospital, Hertford, Herts. (5176) BROMPTON HOSPITAL, S.W.3 

. 0 NFIRMARY Applications invited for post of 
MEDICAL REGISTRAR (Whole-time) 


Applications are invited for the post of 
HOUSE SURGEON 
sow vacant in the Casualty Department. Post is 
availabie for pre-registration or Senior House 
Officer candidates. The department is a new one 
staffed by one Consitant and two Senior 
House Officers Applications, stating age, experi- 
and qualifications, together with copies 
of recent testimonials, to the Group Secretary, 
Leicester Roya! Infirmary, immediately (5334) 


MILE END HOSPITAL, Bancroft Road, 
London, E.1 (484 beds) 


CASUALTY ¥ RECEIVING WARD OFFICER 
Senior House Officer) 

Recognized ra FR.C.S. Post vacant May 15, 
1957. Application forms, obtainable from Phy- 
sician Superintendent, to be returned by April 19, 
with copies of not more than three ——. 

( 


MOUNT VERNON HOSPITAL, Northwood, 
Middlesex 


Applications are invited for the post of 
HOUSE SURGEON (S.H.O.) 
to the Casualty Department. Vacant May 1, 1957. 
Recognized by the Roval College of Surgeons. 
Applications, accompanied by two testimonials, to 
be forwarded to the Resident Medical Officer by 
April 23, 1957. (5112) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and Fast Cornwall Hospital, Plymouth 
Central Casualty Department 


SENIOR HOUSE OFFICER IN CASUALTY 


Vacant July 1, 1957. Recognized for the F.R.C.S. 
—F. Hall. Deputy Group Secretary, 7, Nelson 
Gardens, Stoke, Plymouth. ($405) 


ST. DAVID’S HOSPITAL, Cardiff 


SENIOR HOUSE OFFICER 
(resident) required in Accident Unit to commence 
May 12. 1957. Post offers ample opportunity for 
practical experience in management of all types 
of injury under direction of Consultant. Form of 
application from Group Secretary, Cardiff H.M.C., 
44, Cathedral Road, Cardiff ($335) 


THE GUEST HOSPITAL, Dudley (154 beds) 


SENIOR HOUSE OFFICER (Casualty) 
Post now vacant. Apply Group Sccretary. 
Hospital, Dudley, Worcs. 6658) 


Salary within the Registrar grade. The appointment 
is for one year, with eligibility for re-appointment. 
Candidates must hold the M.R.C.P. Diploma or 
the M.B. of a university Applications, stating 
age, qualifications (with dates), nationality, and 
appointments held, together with copies of testi- 
monials. by April 27, 1957, to Kenneth A. F 
Miles. House Governor. (5420) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
EGISTRAR IN CHEST DISEASES 
the main duties to be with the Bury and Rossen- 
dale Hospital Management Committee, with duties 
at Chest Clinics and at Aitken Sanatorium and 
Peel Hal! Pulmonary Hospital, and other hospitals 


in the area. Apply, stating two referees, to 
Witkinson, Group Secretary, Bury General Hos- 
pital. Bury. Lancs (S147) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Applications are invited for the whole-time 
post of 
REGISTRAR 

at the County Hospital, Stornoway (Tuberculosis 
and Infectious Diseases). A house is available 
for a married officer. Further particulars and 
forms of application are available from the under- 
signed, with whom applications should be lodged 
by Apri) 27, 1957.—A. M. Fraser, M.D., Secretary 
and Administrative Medical Officer, Office of the 
Northern Regional Hospital Board, Raigmore. 
Inverness. (S118) 


“SHEFFIELD REGIONAL HOSPITAL BOARD 
Ransom Hospital, Rainworth, near Mansficid 
(205 beds) 


WHOLE-TIME REGISTRAR (Chest Diseases) 
required for the hospital. Experience also avail- 
atle in chest clinic work and non-tuberculous chest 
diseases A flat is availab'e. Appomtment for 
one year in first instance. Apply to Secretary, 
Sheffield Regional Hospital Board, Old Fulwood 
Road, Sheffield. by April 15, 1957, giving age. 
nationality, qualifications, present and previous 
appointments (with dates), naming three referces. 

(5307) 

HALIFAX AREA HOSPITAL MANAGEMENT 

COMMITTEE 


JUNIOR HOSPITAL MFDICAL OFFICER 
wanted for duties in the wards for chest cases at 
the Northowram Hospital, Halifax. and the QOut- 


patients’ Chest Clinic at the Roval Halifax 
Infirmary Approximately 20 non-T.B. chest 
patients in hospital and 75 T.B. Self-contained 


flat in good residential accommodation at hosnital 
Applications to be forwarded to the Group Secre- 
tary at the Royal Halifax Infirmary, ae 

) 


ALDINGBOURNE SANATORIUM (71 beds), and 
BOGNOR REGIS ANNEXE (49 beds) 


SENIOR HOUSE OFFICER (Male or Female) 
required mid-May for work in wards and out-patient 
clinics. Liaison with Thoracic Units at Chichester 
and King Edward VII Sanatorium. Midhurst 
Residemt at Bognor Regis. Apply to Physician 
Superintendent, Aldingbourne Sanatorium, near 
Chichester, (5308) 


CHEST SERVICES OF THE PORTSMOUTH 
GROUP 


SENIOR HOUSE OFFICER 
Vacant April 8, 1957, Applications, stating age 
experience and qualifications, together with the 
names of two referees, should be forwarded as 
soon as possible to E. H. Hurst, St. Mary's Hos 
pital, Milton Road, Portsmouth. (5337) 


DERMATOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT DERMATOLOGIST 
Two half-days a week, Royal Northern Hospital 
Holloway. N.7 (279 beds). Hospital may be visited 
by direct appointment. Application forms obtain- 


able from, and returnable to. Secretary, North- 
West Metropolitan Reg onal Hospital Board, Ila. 
Portland Place, W.1, before May 8. 1957, (5385) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT DERMATOLOGIST 
for seven notional half-days per week required for 
North Lines. Duties at Grimsby, Scunthorpe 
Louth and Lincoln. Application forms and further 
details from Senior Administrative Medical Officer 
Sheffield Regional Hospital Board, Old Fulwood 
Road, Shefficid. Forms to be returned by May 4 

(5338) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR IN DERMATOLOGY 
based at St. David's Hospital, Cardiff, will assist 
in the Region and in Regional Skin Clinics and 
will also be expected to undertake duties in the 
Department of Dermatology at the United Cardiff 
Hospitals. Non-resident, Sub’ect to review end 
of first year Application forms from S.A.M.O 
Temple of Peace, Cathays Park, Cardiff, within 
14 days. (8375) 


EAR, NOSE, AND THROAT, ETC. 


HAMMERSMITH HOSPITAL AND POST- 
GRADUATE MEDICAL SCHOOL 
Du Cane Road, London, 


WHOLE-TIME NON-RESIDENT 
(E.N.T.) 


REGISTRAR 


required mid-July. F.R.C.S. or D.L.O. essential. 
Successful candidate to engage both in clinical 
work and research under direction, but previous 
research experience not necessary. Age, quali- 
fications, experience, names two referees, to Sec- 
retary, Board of Governors, by April 23. (5413) 


ST. MARY’S HOSPITAL, W.2 


Applications are invited for the post of 

TIME REGISTRAR 

E.N.T, Department 
for two -days per weck (Monday 
Thursday am.). The successful candidate will be 
required to take up his duties as soon as possible. 
Remuneration to be at “ Registrar rates. Appli- 
cations, stating nationality, date of birth. permanent 
address, qualifications (with dates), detai's and 
National Health Service gradings of previous 
and present appointments, together with the names 
and addresses of three refereees, should reach 
Alan Powditch, House Governor, not later than 
April 23, 1957. (5487) 


STOKE-ON-TRENT GROUP 


REGISTRAR E.N.T. SURGERY 
for North Staffordshire Royal Infirmary. Experi- 
ence specialty essential. Resident or non-resident. 
Application forms from H.M.C. Secretary, Princes 
Road. Stoke-on-Trent, to be returned by April 15 
Candidates may visit hospital. (5339) 


IMPORTANT: All intending applicant« 
should read the revised NOTICE at the 


top of page 29 


and experience, together with the names of two 
referees, to be forwarded to the Group Secretary. 
Manstficid Hospital Management Committee, Crow 
Hill Drive, Mansfield. (5053) 


permanent post or as locum. Applications, stating 
nationality and usual particulars. and naming two 
referees, to the Administrative Officer, Royal Sussex 
County Hospital. (5213) 


BRITISH MEDICAL JOURNAL 


Apply, stating age, qualifications, experience, 
nationality, enclosing copies of two recent testi 
monials, to Group Secretary, Southport and District 
H.M.C., Promenade Hospital, Southport. (5103) 


APRIL 6, 1957 


Ear, Nose, and Throat—contd. 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
PR na which will be for ome year in the 
first 

TWO REGISTRARS IN EAR, NOSE AND 

THROAT SURGERY 


based at the Ro,a! Infirmary, Glasgow, one for 
Guties at Law Hospital, Carluke Applications 
(12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 
three referces, w reach the Sccretary, Western 
Regional Hospital Board. 64, West Regent Street, 
Glasgow, C.2. by April 20. 1957 (5447) 


CAERNARYON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the non-resident 

post of 

3.4.M.0. to the E.N.T. and other special depart- 
ments (Dermatology, Oral Sergery, Broachuscopy 

Clinic, ete.) 

at the C. and A. General and Minflordd Hospitals, 
Bangor The successful applicam will be expected 
to reside within casy reach of both hospitals 
Salary and conditions of service in accordance 
with Whitley Council agreements Applications, 
stating age. nationality, qualifications, experience, 
together with names and addresses of two referees, 
to be sent to the Group Secretary. Plas Gwyn, 
Firiddoedd Road, Bangor, by not later than April 
12, 1957 ($458) 


GERIATRICS 
NEWCASTLE REGIONAL HOSPITAL BOARD 


ASSISTANT PHYSICIAN (Geriatrics) 
(S.H.M.O. status) 
whole-time of maximum part-time, for a minimum 
of vine notional half-days per week, for Hexham 
sroup of hospitals—main hospital Hexham General 
(305 beds). Applications, with names and addresses 
of three referees. to Senior Administrative Medical 
Officer, Regional Hospital! Board, Benficid Road, 
Newcastic upon Tyne, 6, within 28 days. (5309) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 
Gertatric Department (163 beds) 


Applications are invited by medical practitioners 

for appointment(s) as 
CLINICAL ASSISTANT(S) 

If the work is done by one Practitioner—S sessions 
per weck will be required, or, if two Practitioners 
are appointed, 3 sessions each per week, at the 
rate of £175 per annum per 3j-hour session. Ap 
plicants should state whether they are engaged in 
General Practice, and if so, the number of patients 
os their National Health Service List Applica- 
tions, stating qualifications, and experience, 
also nationality, together with names of three 
referees. to be sent to the undersigned.—F. Hall, 
Deputy Group Secretary, 7, Nelson Gardens, Stoke, 
Plymouth (5478) 


WOLVERHAMPTON GROUP 
New Cross Hospital 


RESIDENT 1.4 M.O. 
required. Geriatric Department of 260 beds. Con- 
sultant Geriatrician recently appointed and active 
impatient treatment and out-patient clinics are 
being started. Applications to Group Secretary, the 


Rova!l Hospital, Wolverhampton (5310) 
EASTBOURNE HOSPITAL 
COMMITTEE 


St. Mary's and Downside Hospitals 


SENIOR HOU SE OFFICER 
(Resident or son-resident) 

Post, vacant May 31, offers good facilities for 
tnvestigation. weatment and rehabilitation of 
geriatric cases. Staff of six house officers. A 
cations, within the next fortnight. stating age, 
nationality, whether married or single. with copies 
of two testimonials, to Group Secretary, 29, Bed- 
fordweli Road. Fastbourne. (5288) 


INFECTIOUS DISEASES 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE.TIME DEPUTY PHYSICIAN 
SUPERINTENDENT 

required for Lodge Moor Hospital, Shefficld. The 
successful candidate will work under the dircction 
of the Physican Superintendent Salary scale 
£1,575 tw £2.025 Application forms and further 
from Senior Administrative Medical Officer. 
Shefficid Reeional Hospital Board. Old Fulwood 
Road, Sheffield. Forms to be returned by May 4 

($354) 


BEAUMONT HOSPITAL, Slyne Road, Lancaster 


SENIOR HOUSE OFFICER (lafectious Diseases) 

Hospital recognized for D.C.H., and contains 
a Pacdiawic Unit, Dermawwiogical Uni, Infectious 
Diseases Department and Pulmonary Tuberculosis 
Unit Applications, together with names of two 
referees, to Group Secretary, Royal Lancaster 
infirmary. Lancaster (5459) 


IPSWICH GROUP HOSPITAL MANAGEMENT 
CUMMITTEE 


St. Helen's Hospital, Ipswich 
(100 beds fer lafectious Diseases, Pulmonary Tuber- 
culosis, and Luag-etay Orthopaedics, The area 
Chest Clinic tls in the buspital) 


HOUSE PHYSICIAN 
required (post-registration appointment) Accom 
modation for married man. Applications 
to John Williams, Group Secretary, at the Ipswich 
and East Suffolk Hospital (Anglesea Road Winu), 
Ipswich. (9552) 


MEDICINE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT PHYSICIAN 
Three half-days a week, Mount Vernon Hospital, 
Northwood, Middlesex (551 beds). Hospital may 
be visited by direct appointment. Applicauon 
forms obtainable from, and returnable to, Sccre- 
tary, North-West Metropolitan Regional Hospital 
Board, lla, Portland Place, W.1, before May 13, 
1957. (5386) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance : 

SENIOR REGISTRAR IN MEDICINE 
based at the Western Infirmary, Glasgow. Appli- 
cations (12 copies), stating date of birth, quali- 
fications, experience, present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by April 20, 1957. (S448) 


BISHOP'S STORTFORD AND DISTRICT 
Rye Street, Bishop's Stortford, Hert 
7 beds —Medical, and Materaity) 


Applications are invited ed from registered medical 
Practitioners for the post of 

RESIDENT SENIOR HOUSE OFFICER (Male) 
Saiary £745 per annum, jess £150 tor residential 
emoluments. To commence April 15, 1957. Appli- 
cations, stating age. nationality, qualifications and 
experience, with copies of recent testimonials or 
names of referees, to Hospital Secretary, Herw 
and Essex Gencral Hospital, Bishop's Stortford, 
Herts, (4836) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, Plymouth 


SENIOR HOUSE OFFICER IN MEDICINE 
Vacant June 12, 1957.—F. Hall, Deputy Group 
Secretary, 7, Nelson Gardens, Stoke, a. 
) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial Hospital, Scunthorpe (262 beds) 


VACANCY FOR HOUSE PHYSICIAN 
fone of two) end of April. Pre-registration or 
S$ H.O. according to éxperience. Busy department 
with medicine, pacdiatrics, skins and cyes. with 
busy out-patient clinics offering good experience. 
Applications, naming two referees, to Group 
Secretary. 


SEDGEFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Sedgefield General Hospital (336 beds), 
Stockton-on-Tees 
S.H.0, and PRE-REGISTRATION PHYSICIANS 
required immediately. Limited married accom 
modation available to the appointees. Applications 
to the Group Secretary as soon as possible. (5492) 


UNITED BRISTOL HOSPITALS 
Applications are invited for two posts of 
SENIOR HOUSE OFFICER (Medical) 
vacant on June 1, 1957. Salary £745 per annum. 
In 


ddi to the norma! duties of a Senior House 


HUDDERSFIELD, ST. LUKE'S HOSPITAL 
(252 beds) 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
Ganior Hospital Medical Officer Grade) 
at the above hospital, to commence duties im- 
mediately. The hospital caters for chronic sick, 
children, maternity, and acute medical and surgical 
patients. Salary in accordance with the terms and 
conditions of service for hospital medical and 
dental staff, £775 by £50 to £1,075. House avail- 
able for married candidate. Applications, together 
with copies of three recent testimonials. to be sent 
to the undersigned as soon as possible —H J 
Johanson, Secretary to the Management Committec. 
The Roya! Infirmary, Huddersficid. (5481) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Northern Regional Hospital Board (Scot- 
land) invite applications for the post of whole-time 
noe-resident 

JUNTOR HOSPITAL MEDICAL OFFICER 
at Inverness The post provides experience in 
general practice as locum tenens as well as hospital 
work in selected departments. Tenure of appoint- 
ment is one year. A note of further particulars and 
an application form are obtainable from the under- 
signed, with whom applications should be lodged 
by April 27. 1957.—A. M. Fraser. M.D.. Secretary 
and Administrative Medical Officer, Office of the 
Northern Regional Hospital Board, Raigmore. 
Inverness. (S119) 


BERMONDSEY AND SOUTHWARK GROUP 
HOSPITAL MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER—GENERAL 
MEDICAL DUTIES 
required at St. Olave’s Hospital, Lower Road. 
Rotherhithe, S.B.16. Salary £745 per annum, less 
appropriate deduction for board and lodging. The 
appointment is tenable for 12 months and may be 
either fully resident or resident only when on duty 
Applications, stating age. qualifications and experi- 
ence, together with names of three referees of copy 
testimonials, to Hospital Secrotary at above 
address by April 13, 1957 (5445) 


Officer (Medical) one of the successful applicant 
will be required to undertake the duties of Senior 
Resident Officer in the Royal Infirmary. Appli- 
cations, giving the names and addresses of two 
referees, and stating whether or not the combined 
post would be preferred, should be sent, not later 
than April 1S, 1957 to Secretary to the Board, 
Royal Infirmary Branch, Bristol, 2 (5460) 


AMERSHAM GENERAL HOSPITAL, Bucks 
RESIDENT HOU PHY 
(General Medici 
required April 29. Apply 


EPSOM DISTRICT HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE PHYSICIAN 
required Fully registered post Applications, 
Stating age. qualifications and experience, with 
copies of two recent testimonials. should be sent 
by April 17 t© Group Secretary at above address. 


HACKNEY HOSPITAL, E.9 
(General—841 beds) 


Applications are invited from registered prac- 
titioners for the six months’ resident appoint- 
mem of 

REGISTERED HOUSE PHYSICIAN 
(vacant April 29), and should be sent to the 
Group Secretary, above address, by April 17. 
quoting HH /HP. ($373) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Sharoe Green Hospital. Fulwood, Prestoo 
(360 beds) 
HOUSE PHYSICIAN 
required. Third six-month post Not pre-registra- 
tion. Vacant now. Applications, with names of 


two referees, to Group Secretary, Royal infirmary, 
Preston (5289) 


ROYAL WEST SUSSEX HOSPITAL, Chichester 
(202 Acute Beds) 


RESIDENT HOUSE PHYSICIAN 
equired for six months’ appointment. National 


LUTON AND DUNSTABLE HOSPITAL 


SENTOR HOUSE OFFICER (Resident) in Medicine 

required. Post vacant May 1, 1957. Applications 

to Secretary of the hospital as soon as possibic 
(5062) 


salary scales for cither provisionally or fully 
registered practitioners Post approved for pre- 
registration practitioners. Seven Residents. includ- 
ing R.M.O. and HP Vacant April 29. 1957 
Applications, stating age. experience. qualifications, 
with references or referees, to Senior Administra- 
tive Officer. (5485) 


| 


Apply Group scerctary, Gues 
Worcs. (6658) 


Post now vacant 


Hospital, Dudley, 


APRIL 6, 1957 


tary at the Koyal Halifax Infirmary, Halifax 
Gi 
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Medicine—contd. 


WEST LONDON HOSPITAL 
Hammersmith Road, Londoa, W.6 


RESIDENT HOUSE OFFICER 
trics, E.N.1T., Ophthaimology, 
Dermatology and Dental) 
required April 30. Age, qualifications, experience, 
copies two recent testimonials, to Secretary by 
April 13. G41) 


BARNET GENERAL HOSPITAL 
Wellbouse Lane, Barnet, Herts 


RESIDENT HOUSE PHYSICIAN 
(General ine) 


Medic 
Post vacant May 6. Pre-registration. Applica- 
tions, giving age. qualifications, and copies two 
testimonials, to Hospital Secretary. (Pr.5250) 


SELLY OAK HOSPITAL, Birmingham, 29 
(Equipped beds—955) 


HOUSE PHYSICIAN 
Recognized for pre-registration service. Appoint- 
ment tenable for six months Apply Medical 
Superintendent, giving qualifications, age, and 
xperience, and enclosing copies of three testi- 
monials (Pr.5290) 


THE MIDDLESEX HOSPITAL, w.i 


Applications invited for post of 

SENIOR NEUROSURGICAL REGISTRAR 
Candidates must hold a higher surgical Qualification 
and have had experience in neurosurgery Rules 
and application forms obtainable from Deputy 
Superintendent, to whom applications, naming two 
referees, should be sent by April 30 (5483) 


VICTORIA HOSPITAL, Kirkcaldy (65 beds) 


HOUSE PHYSICIAN 
required in the Acute Medical Unit to work under 
Consultant in Charge. The’ post qualifies for pre- 


registration. Starting date as soon after May 1! 
as possible. Salary according to National scales 
Apply, giving names of two referces, to the 


Medica! Superintendent, East Fife Hospitals Board 
of Management, 243A, High Sweet, Kirkcaldy. 
(Pr.5461) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Christchurch ‘Hospital, Hants 

HOUSE PHYSICIANS (P.R.L) 
required for posts becoming vacant on May 9 and 
June 1 respectively at the above hospital, which is 
now being upgraded by the opening of an Opcra- 
ting Theatre and 56 surgical beds. The total bed 
compiement of 334 also includes 79 acute medical, 
34 pacdiatric, 6 chest diagnostic and a geriatric 
ward Duties also include attendance at out 
patient clinics at the Royal Victoria Hospital, 
Boscombe. Applications, with copies of testi- 
moniais, to the Hospital Secretary at the hospital. 
(Pr.4703) 


Citesiek CITY HUSPILAL 


Applications are invited for the post of 
HOUSE PHYSICIAN 
Vacamt June 9, 1957. The post is recognized for 
Dre-regisiration service, and duties will include 
work with the Chest Unit. Applications, giving 
full details, together with the names and addresses 
of ‘wo referees, should be forwarded tw the Hos- 
Pital Secretary (Pr.5177) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex (702 beds) 


TWO RESIDENT HOUSE PHYSICIANS 
Posts vacant May 15 and 23, 1957. Recognized 
for pre-registration purposes. Applications, stating 
name, agc, address, and enclosing copics of up two 
three recent testimonials, to Medical Director of 
hospital by April 13, 1957. (Pr.5193) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital. 
Freedom Fields, Plymouth 


HOUSE PHYSICIANS 
Pre-registration posts. Vacancies both July 1. 
1957.—F. Hali, Deputy Group Secretary, 7, Nel- 
son Gardens, Stoke, Plymouth. (Pr.5407) 


ST. ANDREW'S 
Devons Send, ES 


HOUSE PHYSICIAN 
Recognized pre-registration appointment, com- 
mencing May 14, 1957. Applications, with copy 
of at icast one testimonial, should be sent to Hos- 
pital Secretary immediately. (Pr.5472) 
TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

Male or femaie, at the above hospital. The Medica! 

Unit consists of 52 beds and has an establishment 

of two pre-registration house physicians, one post 

being already occupied. Applications, stating age. 

together with two 


WEST LONDON HOSPITAL 
Hammersmith Road, Loadosa, W.6 


TWO RESIDENT HOUSE PHYSICIANS 
required mid-May. Pre-registration candidates 
considered. Age. qualifications, experience, copics 
two recent testimonials, to Secretary by April 15 

(Pr.5442) 


NEUROLOGY 
HURSTWOOD PARK HOSPITAL 
Haywards Heath 


SENIOR HOUSE OFFICER (Neurology) 
(resident) required at the above hospital. Dutics 
primarily neurological, but the person appointed 
may be expected to give occasional assistance in 
the psychiatric departments. Salary in accordance 
with the “ Terms and Conditions of Service" with 
appropriate deduction for residence. Applications, 
with the names and addresses of three referces, 
to the Secretary to the H.M.C., St. Francis Hos- 
pital, Haywards Heath. Sussex. (5417) 


NEUROSURGERY 
THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


Royal Victoria Infirmary 


ASSISTANT NEUROSURGEON 

Applications are invited for the appointment of 
Assistant Neurosurgeon to work in the Neurologi- 
cal Unit at the Royal Victoria Infirmary. 
unit comprises surgical neurology and medical 
neurology and has association with the Neuro- 
surgical Unit at the Newcastle General Hospital 
The appointment will be of consultant status. It 
will be part-time for two sessions per weck and 
may b- associated with the temporary appointment 
of Research Fellow at the Newcastle General Hos- 
pital (see below). Applicants may apply for cither 
or both these appointments but it should be recog- 
nized that the appointment of Assistant Neuro- 
surgeon is a regular consultant appointment, while 
the appointment of Research Fellow is for a fixed 
term of three years in the first instance. Applica- 
tions, giving full details, together with names and 
addresses of three referees. should be sent to the 
undersigned within two weeks of the appearance 
of this advertisement.—A. W. Sanderson, House 
Governor and Secretary, Royal Victoria Infirmary, 
Newcastle Tyne. 


NEWCASTLE REGIONAL HOSPITAL BOARD 
Newcastle General Hospital 


RESEARCH FELLOW 

Applications are invited for the post of Research 
Fellow for three years in the first instance in the 
Department of Neurosurgery at the Newcastle 
General Hospital. Tie appointment may be whole 
time or part-time lepending upon whether the 
person appointed is a successful applicant for the 
Consultant Assistant Neurosurgeon appointment at 
the Royal Victoria Infirmary (see above). Applica- 
tions should be sent to the Senior Administrative 
Medical Officer. Newcastle Regional Hospital 
Board, Benficld Road, Newcastle upon Tyne, within 


OBSTETRICS AND GYNAECOLOG\ 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT IN OBSTETRICS AND 
GYNAECOLOGY 
required (seven half-days per weck) for the Salis 
bury Group of Hospitals. The main duties will be 
at the Salisbury General and Odstock Hospitals 
Candidates must have had wide experience of 
obstetrics and gynaccology and should possess 
higher qualifications Residence in or within a 
radius of approximately 10 miles of Salisbury ts 
a condition of the appointment. Canvassing wil! 
disqualify, but candidates may visit the hospitals 
by arrangement with the Group Secretary, Odstock 
Hopital, Salisbury. Applications (seven copies) 
stating age, qualifications and experience, and the 
names and addresses of three referees, to the Arca 
Secretary, Highcroft, Romsey Road, Winchester. 
by April 23, 1957 (S341) 


KING'S COLLEGE, OF DURHAM 
and 
UNITED NEWCASTLE UPON TYNE HOSPITALS 


Applications are invited for the appointmen of 
FIRST ASSISTANT 

in the Department of Obstetrics and Gynaecology 
The appointmem is for one year in the first 
instance, renewable annually to a maximum of 
ot more than three years. The commencing salary 
will be within the range of £1.400 to. £1,900 
Candidates should possess a higher qualification in 
midwifery and gynaccology, should have had con- 
siderable cxperience in the specialty, and should 
be prepared to participate in research projects. 
The successful applicant will hold bis appoinmment 
jointly in King’s College and in the United New- 
castle upon Tyne Hospitals and will work in rota- 
tion in the Department of Gynaecology in the 
Royal Victoria Infirmary and in the Princess Mary 
Maternity Hospital. Further particulars may be 
obtained from the undersigned. to whom applica- 
tions (12 copies), together with the names of three 
referees, should be sent not latcr than a fortnight 
after the publication of this advertisement.—G. R. 
Hanson, Registrar of King's College. (5499) 


CHICHESTER GROUP HOSPITAL 
MANAGEMENT COMMIITEE 
(S.W. Met. Regional Hospital Board) 
REGISTRAR IN GYNAFCOLOGY AND 
OBSTETRICS 


required from July 1! Gynaccological beds at 
Royal West Sussex and St. Richard's Hospitals, 
Chichester. Obstetric unit (16 beds) St. Richard's 
Hospital and relief duties at S0-bed unit at Rust- 
ington Experience in both branches essential 
Resident at St. Richard's Hospital. NHS. salary 
at present £850 per annum first year. £965 second 
year, less £170 for residence. Application forms 
from Group Secretary, 174, Broyle Road, 
Chichester. (5314) 


HAMMERSMITH HOSPITAL AND INSTITUTE 
OF OBSTFTRICS AND GYNAFCOLOGY 
Du Cane Road, Leadon, W.12 


WHOLE-TIME NON-RESIDENT REGISTRAR 
(Obstetrics and Gynacco'ogy) 

Agc, qualifications 

to Secretary. 

(S414) 


required. Post vacant June I 
experience. names ‘two referees, 
Board of Governors, by April 15 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


qualifications, experience, 
referees, should be addressed to the Hospital two weeks of the appearance of this advertisement top of page 29 
Secretary. (Pr.4471) (5503) 
Branches at : Bristo! Cardiff Dublin, 
Edinburgh, Glasgow, Birmingham, 
AGENCY LTD. Leeds, Manchester, Newcastle 


MEDICAL INSURANCE 


nowman cenerot 
James Fenton. CBE.MD. A.N. Dixon, 
B.M.A. HOUSE, TAVISTOC 


Telephone Euston 603! 
ALL SURPLUS TO MED! 


CAL AND DENTAL CHARITIES 


Hon. Sec 


Henry Robinson. M D. OL. IP. 


(7 lines) 
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Applications, stating age. expericnce, qualifications, 


Sheffield Reeional Hospital Board, Old Fulwood required. Post vacant May 1, 1957. Applications . 
Road, Sheffield. Forms to be returned by May 4 to Secretary of the hospital as soon as possibic with references or referees, to Senior Administra- 
(5354) (5062) tive Officer. (5485) 
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Obstetrics and Gynaecology—contd. 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Boursemosth and East Dorset Hospital Manage- 
@ent Committee 


Applications are invited for the appoiniment of 
GROUP REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
for the Hospital Group, which includes 156 obstet- 
rical and gynaccological beds within its two major 
hospitals and their associated minor hospitals. The 
work is conducted mainly at the two major bos- 
pitals in the Group. viz.. Royal Victoria, Bourne- 
mouth, and Poole General, Poole. The succewful 
candidate will be required to reside at the Poole 
General Hospital The post becomes vacant on 
June 24, 1957. Forms of application, obtainable 
from the Group Secretary, H.MC. Office, Royal 
Victoria Hospital, Gloucester Road, Boscombe, 
should be returned to him, duly completed, within 
fourteen days of the appearance of this advertise- 
ment ($282) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Hespital (403 beds), Swansea 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the Gynaecological Department at the above 
hospital. Applications, with full particulars, should 
be addressed to the Hospital Secretary.—T 
Jones, Group Secretary (5283) 


HALIFAX AREA HOSPITAL MANAGEMENT 
COMMITTEE 


SENTOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
required for duty at the Halifax General Hospital 
and Royal Halifax Infirmary. 100 obstetrical and 
4) gynaccological beds. Post, which is recognized 
for MRC.OG., will become vacant on May 24 
Salary £745 per annum, icss £150 per annum for 
board and residence, cic Applications to be 
forwarded to the Group Secretary, Roya! Halifax 
infirmary, Halifax. (S187) 


NOTTINGHAM HOSPITAL FOR WOMEN 
(115 beds and annexe 26 beds) 


Nottingham No. 2 Hospital } Management ( ommittce 


Applications are invited from registered medical 
practitioners for a vacancy which will occur in 
June for a 

GYNAECOLOGICAL AND OBSTETRIC 
SENIOR HOUSE OFFICER 
Previous experience in these subjects is required 
Post recognized for the M.R.C.O.G. examinations 
Applications. stating agc., experience, nationality, 
together with copies of three testimonials, should 
be sent to Miss Tweedie. Hospital Secretary, by 
Apri! 13 (5135) 


PRINCESS HOSPITAL 
Farts Leoden, 


Applications are invited from ~ registered 

medical practitioners for the post of 
OBSTETRIC HOUSE SURGEON 

with Gynaecology and maybe some General Sur 
gery. Resident S.H.O. grade Vacancy from 
May 11, 1957. Applications, stating age. quali 
fications, and with three testimonials, to the House 
Governor not later than April 13. 1957 ($132) 


SOUTH MANCHESTER H.M.C. 
Withington Hospital, Manchester, 26 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecotogy) 

The hospital takes part in undergraduate medica! 
teaching. and the post is recognized in obstetrics 
and gynaccology for M.R.C.0.G. purposes An 
application form should be obtained from the 
Group Secretary at the hospital, and returned 
within seven days of the appearance of this adver- 
tisement (5508) 


WALTON HOSPITAL, Liverpool, 9 


Post vacant as 
SENIOR HOUSE OFFICER 
in Obstetrics and Gynaecology. (5479) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts (461 beds) 


RESIDENT GYNAFCOLOGICAL HOUSE 
SURGEON 
Vacant April 15 Recognized for MRCOG 
Apoly, stating age. qualifications and experience 
together with copies of two testimonials, to Hos- 
pital Secretary (4874) 


KING EDWARD vas HOSPITAL, Windsor 


required, male or female, for post vacant May 20 
Post recognized for both MRCOG. and 
DR.C.O.G. Not pre-registration post. Success- 
ful candidate will be resident at the Old Windsor 
Unit of the hospital Applications, stating age, 
nationality. qualifications (with dates), and copics 
of recemt testimonials or names of three referees, 
to Secretary by April 10 (S039) 


READING COMBINED HOSPITALS 
and Gynaecology 


On ori: 


(100 beds) 


Area 


Applications are invited from registered and 
provisionally registered medical practitioners (male 
and female) for resident appointment of 


OBSTETRICAL HOUSE SURGEON 


vacant April 10 and tenable for six months. Post 
recognized for Diplomas of Royal College of 
Obstetricians and Gynaccologists Write, stating 
age, qualifications (with dates), nationality, and 
present post, with copy of one recent testimonial, 
to Secretary, Battie Hospital, Reading (9927) 


READING COMBINED HOSPITALS 


Area Department of Obstetrics and Gynaecology 
(100 beds) 


Applications are invited from registered medical 
practitioners, male and female, for the resident 
appointment of 


GYNAECOLOGICAL HOUSE SURGEON 


at the Royal Berkshire Hospital. Reading. Vacant 
April 1 and tenable for six months. Post recog- 
nized for MRCOG Write, stating age and 
qualifications (with dates), nationality, and present 
post, with copy of one recent testimonial, to Sec- 
retary (4217) 


THORPE COOMBE MATERNITY HOSPITAL 
Walthamstow, E.17 (58 beds) 
Applications are invited from medical women 
for the post of 


JUNIOR OBSTETRIC OFFICER 
(Graded Howe Officer) 


Vacant May 4. 1957. The hospital is recognized 
by the Roya! College of Obstetricians and Gynac- 
cologista. Applications, with full details and conics 
of two recent testimonials, should be sent immedi- 
ately to Secretary, H.M.C.. Forest Group, Lane- 
thorne Road. E.11 (5007) 


BARNET GENERAL HOSPITAL 
Wellhouse Lace, Barnet, Herts 


HOUSE SURGEON (Obstetrics) 

Post vacant May 1. Pre-registration. 2nd post 
Recognized for D.R.C.O.G Applications, giving 
age. qualifications and copies of two testimonials. 
to Hospital Secretary (Pr.$251) 


BURTON GENPRAL HOSPITAL and 
ANDRESSEY HOSPITAL, Burton epos Trent 


HOUSE SURGEON 
(Gynaecological and Obstetrics) 


required as from July 1, 1957. Post recognized 
for pre-tegistration purposes. Apply Group Sec- 
retary (Pr.5361) 


MID-SUSSEX HOSPITAL MANAGEMENT 
COMMITTEE 


Cuciield Cuckfield, wear Hayward 
Heath, Sussex 


JUNTOR HOUSE SURGEON 
(Ob tri and Gy 


Pre-regisiration post. vacant April 30, 1957. 
Tenabte six months. Health Service conditions 
Applications, stating agc. nationality. qualifications 
and experience. to the Group Secretary. (Pr.$315) 


OPHTHALMOLOGY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment : 


ASSISTANT OPHTHALMOLOGIST 


based at the Eye Infirmary, Glasgow. The appoint- 
mem will be whole-time or part-time on the basis 
of mine notional half-<days per week Salary (at 
age 32 and over) on the scale £1,575 by £50 to 
£2,025. Applications (16 copies), stating date of 
birth, qualifications, experience, present appoint- 
ment. and the aames of three referees, to reach 
the Secretary. Western Regional Hospital Board, 
64. West Regent Street, Glasgow, C.2, not later 
than 30 days after the publication of this adver- 
tisement (5396) 


BIRMINGHAM (DUDLEY ROAD) GROUP 


REGISTRAR, OPHTHALMOLOGY (resident) 
for Birmingham and Midland Eye Hospital, Church 
Street, Birmingham (156 beds) 
mic experience essential. Possession of D.O. 
(England) an advantage. 
able in all branches including surgery. Applica- 
tion forms from Group Secretary, Dudicy Road 
Hospital, to be returned by April 15, 1957. Candi- 


Previous ophthal- 


Wide expericnce avail 


dates may visit hospital. (5343) 


REGIONAL HOSPITAL 
Scotland 


SENTOR REGISTRAR IN OPHTHALMOLOGY 
(32 beds) at Bangour General Huspital, Broxburn, 
West Lothian. The hospital is 15 miles from Edin- 
burgh. Apply. giving particulars of age, qualifica- 
tions and previous experience, together with the 
names of three referees, to the Secretary, 11, 
Drumsheugh Gardens, Edinburgh, 3, by April 27, 
1957 


(S362) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Southampton Eye Hospital (32 beds) 


Applications are invited for the post of 
REGISTRAR (Ophthalmic) 
at the above hospital, which is recognized for the 
D.O.MS 
the hospital if they so desire 


Forms of applica- 


whom they should be returned not later than April 
17, 1957.—Frank Jennings Group Secretary, 
Southampton Group Hospital Management Com- 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post (resident 

or non-resident) of 
SENIOR HOUSE OFFICER 

to the Ophthalmic Department, vacant June | 
Applications, stating age. qualifications and cxperi- 
ence, with copies of two recent testimonials, to 
the Group Secretary, Leicester No. 1 Hospital 
Management Committee, the Leicester Royal 


SUNDERLAND EYE INFIRMARY (60 beds) 
(Recognized for D.O. and F.R.C.S.) 


SENIOR HOUSE OFFICERS 
male or female, required at the above hospital, 
large out-patient department Vacancies July, 
1957. Establishment of full-time Junior Staff of 
three S.H.O.s. Excellent facilities for postgraduate 
study and clinical and operative experience. Every 
opportunity is given to attend lectures (F.R.C S.) 
at the ncighbouring university 12 miles away 
Apply immediately, naming two referees. to the 
Hospital Secretary, Eye Infirmary, Alexandra Road, 
Sunderland (5426) 


WEST OF ENGLAND EYE INFIRMARY, Exeter 


Applications are invited from registered medical 
practitioners for the anpointment of 
SENIOR HOUSE OFFICER 
IN OPHTHALMOLOGY 
Resident or non-resident. The post is recognized 
for the F.R.C.S. examination, and is vacant on 
May 17. 1957. Applications with copies of two 
recent testimonials, to the Hospital Secretary by 
April 20, 1957. ($422) 


ORTHOPAEDICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT ORTHOPAEDIC SURGEON 
Six half-days a week, Barnet General Hospital, 
Wellhouse Lane, Barnet, Herts (461 beds). Success- 
ful candidate required to tive within reasonable 
distance of the hospital, which may be visited by 
direct appointment. Application forms obtainable 
from, and returnable to. Sccretary, North-West 
Metropolitan Regional Hospital Board, lla, Port- 
land Place, W.1, before May 6, 1957 (5387) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
whole-time 

REGISTRAR IN ORTHOPAEDIC SURGERY 
to fill a vacancy in the approved trainee establish- 
ment in the Tunbridge Wells group of hospitals. 
The appointment will be in accordance with the 
Terms and Conditions of Service of Hospital 
Medical and Dental Staff (England and Waites), 
and will be for one year in the first instance 
Applications, giving particulars of age. qualifica- 
tions and expcrience (with relevant dates). together 
with the names and addresses of two referees, to 
be sent to the Secretary. Registrars Committee, 
South-East Metropolitan Regional Hospital Board, 
11. Portland Place. W.1, not later than April 20, 
1957 « 


S317) 


Candidates may, by arrangement, visit 


tion may be obtained from the undersigned, to 


mittee, Bullar Street, Southampton. (5368) 


Infirmary, by April 18, 1957 (s017) 
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Orthopaedics— con: 4 ROYAL HOSPITAL MOUNT VERNON HOSPITAL, Northwood, 


CHERTSEY, ST. BOSPITAL (430 beds) 


ORTHOPAEDIC REGISTRAR 
required from July 1 Pos cecugnized for F.R.C.S. 
Hospital may be visited by arrangement with 
Physician Supcrimeadem’ (Tei Ouershaw 441). 
Application forms from Secretary, Huntington,” 
Guildford Road, Cherwev, Surrey. Closing date 
April 24. (S316) 


UNITED BRISTOL HOSPITALS 
Golat Appointment with the South-Western 
Regional Hospital Board) 


ORTHOPAEDIC REGISTRAR 

The appointment will be for one year io the tirst 
instance, with duties in the United Bristol Hosp:tals 
and Winford Orthopacdic Hospital, Bristol. The 
first year of the appointment will be spent mainly 
in the United Bristol Hospitals. If the appoint- 
mem is renewed for a second year the dutics in 
that year will be mainly at Winford Orthopacdic 
Hospital. The bolder of this post is normally 
appointed Tutor in Orthopaedic Surecry im the 
University of Bristol. Applications, with names of 
two referees, should be sent to the Secretary, 
Royal Iafirmary, Bristol, 2, by April 20, 
( ) 


WOLVERHAMPTON GROUP 


REGISTRAR 
and Traumatic Sergery 
for Royal Hospital, Wolverhampton. All types of 
traumatic and orthopaedic conditions, also indus- 
trial accident work and rehabilitation which is 
carried out at a special unit of 60 beds. Applica- 
tions, giving full particulars of age. qualifications 
and experience, by April 15, to Group Secretary, 
Royal Hospital, Wolverhampton. Candidates may 
visit bospital (5342) 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


St. Catherine’s Hospital, Birkenbead 
(General Hospital of 478 beds) 
Applications invited for the post of 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
tenabie from June 1, 1957. Salary scale £745 a 
year. Apply within one week, stating agc, experi- 
ence, qualifications, with the names of two referces, 
to Sccretary. above Committee, St, James’ Hos- 
pital, Tollemache Road, Birkenhead. (5379) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 
Applications are invited for the post of 
SENIOR HOUSE SURGEON 
to the Fracture and Orthopacdic Department, 
vacant on April 9, 1957. The post is graded Senior 
House Officer and is recognized for the F.R.C.S 
examinations. The departmem has two consultants, 
about 60 beds, and a large out-patient attendance 
It offers wide experience Applications, stating 
age, nationality, and expericnce, together with 
copies of recent testimomals, to the Hospital 
Secretary. (4481) 


ROVAL GWENT HOSPITAL, Newport, Mon 
(260 beds) (Recognized F.R.C.S, 10 residents) 


SENIOR HOUSE OFFICER 
required early April. The Fracture and Ortho- 
pacdic Unit is a modern self<ontained unit. with 
its own x-ray, theatre and out-patient department, 
providing excellent experience. Tenable six or 
twelve months as desired Write, quoting two 
referees. to T. A. Jones. Group Secretary, 64, Car- 
diff Road, Newport, Mon. (5042) 


SENIOR HOUSE OFFICER (Orthopaedics) 
required. Post recognized F.R.C.S. Wide experi- 
ence available under Area orthopacdic team. 
Appointment for six months in first instance. 
Vacamt immediately. Applications, with copies of 
two testimonials, to the Group Secretary. (5306) 


ST. HELENS AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Whiston Hospital, Prescot (892 beds) 


SENIOR HOUSE OFFICER (Resident) 
ORTHOPAEDIC 

Applications are invited for the appointment of 
Residem Senior House Officer for the Orthopaedic 
Department at the above bospital. The department 
contains over 60 beds and there is a large out- 
patient departmem and fracture clinic. Applica- 
tions, stating age, qualifications and experience, 
and giving two names for reference, should be 
forwarded to N. Richards, Group Secretary, Whis- 
ton Hospital, Prescot, Lancs. (S411) 


WALTON HOSPITAL, Liverpoul, 9 


Post vacant as 
SENIOR HOUSE OFFICER 
in Orthopaedic Surgery. (5480) 
THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 


Applications are invited for the post of 
HOUSE SURGEON 

to the Orthopaedic Department (Professorial Unit) 
for the period to August 31, 1957. The appoint- 
ment is open to pre-registration and to registered 
practitioners. Apply as soon as posible on form 
Obtainable from the Secretary, the United Liver- 
pool Hospitals, 80, Rodney Street, Liverpool, 1. 

(5501) 


THE UNITED LIVERPOOL HOSPITALS 
Royal Southern Hospital 
Applications are invited for the post of 
HOUSE SURGEON 

to the Orthopaedic Departmem (Professorial Unit) 
for the period to August 31, 1957. The appoint- 
mem is open to pre-registration and to registered 
practitioners. Apply as soon as possible on form 
obtainable from the Secretary, the United Liver- 


pool Hospitals, 80, Rodney Strect, Liverpool, 1. 
(5502) 


WESTWOOD HOSPTIAL, Bevericy, Yorkshire 
(229 acute beds) 
ORTHOPAEDIC BOUSE SURGEON 
(First, second, or third post) 

Vacant now. Offers good opportunity for gencral 
experience in busy acute gencral hospital. Approved 
pre-registration post. Fully registered practitioners 
may apply. Recognized for F.R.C.S. Apply Group 
Secretary. (S008) 


CITY GENERAL HOSPITAL, Sheffield, 5 


Applications are invited for the resident (pre- 

registration) post of 
HOUSE SURGEON (Orthopaedics) 

vacant on April 6, 1957. Apply. giving full details 
of age, nationality, qualifications, present and pre- 
vious appointments (with dates) and the names of 
two persons to whom reference may be made, to 
the Group Secretary, Nether Edge Hospital, Shef- 
ficld 11. (Pr.5284) 


Applications are invited for the post of 
HOUSE SURGEON 
mainly for Orthopaedic and Genito-Urinary work 
This post is recognized as a pre-registration 
appointment Applications, accompanied by two 
testimonials, to be forwarded to the Resident 
Medical Officer by April 23, 1957. (Pr.5113) 


NORFOLK AND NORWICH HOSPITAL, Norwich 


JUNIOR ORTHOPAEDIC HOUSE SURGEON 
(male or female), H.O. status. Two House Officers 
employed in the department. This is a pre-regis- 
tration post. Membership of a Medical Defence 
Society is a condition of appointment. Applica- 
tions, giving full details, with names of two 
referees, to Group Secretary, H.M.C., St. Stephen's 
Road, Norwich, immediately. (Pr.5318) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


HOUSE OFFICER ( ) 
required Recognized pre-registration post—Ho»s 
pital recognized for F.R.C.S. Applications, with 
copy testimonials, to Group Secretary, H.M.C 
Princes Road, Stoke-on-Trent. (Pr.4753) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Post recognized for pre-registration 
service and tenable for six months. The hospita/ 
is the centre to which all trauma from a large 
industrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic 
conditions, Patients with orthopaedic conditions 
are also drawn from a wide area. Applications, 
with copies of testimonials, should be sent as soon 
as possible to the Group Secretary, Southamptoa 
Group Hospital Management Committee, Bullar 
Street, Southampton. (Pr.5369) 


PAEDIATRICS 
LEEDS REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT IN PAEDIATRICS 
(nine notional half-days per week) 
for duties at hospitals in Bradford and district. 
Person appointed to reside in Bradford Post 
vacant on August 25, 1957 Applications (12 
copies), stating age, qualifications, and details of 
Present and previous appointments (with dates), 
and names and addresscs of three referces, to the 
Secretary, Park Parade, Harrogate, by April 15, 
1957. (5087) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Additional part-time (8 half-days weekly) 
CONSULTANT PAEDIATRICIAN 
to the South Manchester Hospital) Centre, with 
duties at the Duchess of York Hospital for Babies, 
Wythenshawe Hospital and Withington Hospital. 
Wide experience and higher qualifications easential ; 
appointee to reside near main hospitals. Applica- 
tion forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood Road, Man- 
chester, 8, to be returned by April 24, 1957 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 29 


HOLIDAYS FOR DOCTOR 


AT SUBSTANTIALLY REDUCED RATES 


HOLIDAYS ABROAD rom £14 19s. Od. 


IN THE HOMELAND [rom 15) gns 


ON THE CONTINENT AND THROUGHOUT THE HOMELAND 


WESTMINSTER, one of the largest independent holiday organizations in Europe, are providing holidays for Doctors 
and those engaged in the medical profession generally—AT VERY SUBSTANTIALLY REDUCED CHARGES. Herc is 


a world-wide travel service completely at your service. 


SPECIAL DISCOUNTS FOR YOU AND YOUR FAMILY 


CONTINENTAL COACH CRUISES from 25 gns. 


WORLD-WIDE TRAVEL SERVICE BY SEA, LAND AND AIR 
RESERVATIONS AND SERVICES PROVIDED AT SPECIAL RATES 
Send for our illustrated brochures and our SPECIAL MEDICAL DISCOUNT VOUCHER ENTITLING YOU AND YOUR FAMILY TO SUBSTANTIAL REDUCTIONS 
in all Westminster Holidays—abroad and in the homeland. 
WESTMINSTER TOURING ASSOCIATION LTD., 


West End Offices : 38/39 Parliament St., Whitehall, London, S.W.!. 
Phone : TRAfalgar 115! (4 lines) 


(Please state whether Continental or British.) 


Medical Department 
Head Office 


AND ALL ENGAGED IN 
THE MEDICAL PROFESSION 


92 Victoria Street, London, $.W.! 
ViCtoria 6301 (5 lines) 
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Apoty. stating age. qualifications and experience 
together with copies of two testimonials, to Hos- 
pital Secretary (4574) 
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Paediatrics—contd. 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Alder Hey Children’s Hospital 


Applications are invited for the post of 
SURGICAL REGISTRAR 
with duties at the above hospita The post pro- 
vides excelient opportunities for taining in alli 
types of children’s surgery Forms of application 
from Dr. T. Lioyd Hughes, Senior Administrative 
Medial Officer Liverpool Regional Hospital 
Board, 19. james Sirect. Liverpool 2, tw be 
returned mot later than April 20, 1957.—Vincent 
Collinge, Secretary to the Board. (5380) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME PAEDIATRIC REGISTRAR 
(resident of non-resident) 

required for the Luton and Hitchin , of Hos- 
pitals Principal duties at Children’s Annexe of 
the Luton and Dunstable Hospital. Hospital may 
be visited by direct appointment Application forms 
obtainable from Secretary, Luton and Hitchin 
Group H.M.C. St. Mary's Hospital, Luton, Beds 

(S069) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 

REGISTRAR IN PAEDIATRICS 
based at Stobhill) General Hospital, Glasgow 
Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary 
Western Regional Hospital Board, 64, West Reecnt 
Street, Glasgow. C.2, by April 20, 1957 (5449) 


WEST LONDON HOSPITAL 
Hommervmith Road, Londons, W.4 
PART-TIME CLINICAL ASSISTANT 
(Paediatric Department) 
required for two sessions per week (Wednesday 
and Saturday mornings) commencing July 3. 
Salary £175 per annum per weckly half-day. Age, 
qualifications, experience, names two referees, to 
Secretary by April 15 (5443) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Herts (400 beds) 


SENTOR Hou: SE OFFICER 
Medical, for duties mainly in Paediatric Unit, with 
Bome eencral medicine Salary £745 per annum. 
less £150 per annum in respect of residential 
emoluments Appointment to commence as soon 
as possible for a period of 12 months Applica- 
tions, stating qualifications, nationality, age, and 
experience, with copies of testimonials or the 
names of two referees, should be sent to the Hos- 
pital Secretary. from whom further particulars of 
the appointment can be obtained (5436) 


Birmiegham, 2° 


SENIOR HOUSE OFFICER PAEDIATRICS 

Recognized for D.C.H Post vacant April 20. 
1957 Applications, stating qualifications, experi- 
ence. and with copies of three testimonials. 
to the Medical Superin‘endent (5044) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London, W.C.1 


SELLY OAK HOSPITAL, 


There will be vacancies for the following Senior 
House Officers on July 15. 19 

TWO HOUSE PHYSICIANS 

TWO HOUSE SURGEONS 
Further particulars and form of application, which 
must be returned not later than Monday. May 6 
1957. are obtainable from the undersigned 
H. F. Rutherford, House Governor and Secretary 

(S171) 


WARRINGTON GENERAL HOSPITAL 
beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
Mate or female Post recognized for DCH 
Scale of salary £745 per annom, £150 for 
residential emoluments Applications to be for- 


warded to Henry L. Boot. Group Secretary. War 
tington and District Hospital Management Com 
mittee. «/o the Gencral Hospital, Warrington, 
Lancs 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT PAEDIATRIC HOUSE PHYSICIAN 
(Male or Female) 
required from April, 1957. The department includes 
@ premature baby unit of 9 com and $0 children’s 
medica) beds Applications should be forwarded 
immediately to the Secretary. Romford Group Hos- 
pital Management Committee, Oldchurch Hosni'al 
Romford (S045) 


we Secretary. Western Kegional Hospital Board, 
64. West Regent Street, Glasgow, C.2, not later 
than 30 days after the publication of this aaver- 
tisement (5396) 
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be sent to the Secretary. Registrars Committee, 
South-East Metropolitan Regional Hospital Board, 
11. Portland Place. W.1, not later than April 20. 
1957. (5317) 


APRIL 6, 1957 


THE QUEEN ELIZABETH HOSPITAL FOR 
CHILUREN MANAGEMENT COMMITIEE 
Hackery Road, E.2, Shadwell, aud Banstead 
Wood, Surrey 


HOUSE OFFICERS (TWO) 

Appointments will be made for two consecutive 
periods of six months commencing June 1, 1957 
First period as House Physician and second as 
House Surgeon and Casualty Officer. Application 
forms may be obtained from the Secretary at 
Hackney Road, and showld be returned. with 
copies of not more than three testimonials, on or 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR IN PATHOLOGY 
resident, required at Edgware Gencral Hospitai. 
Edgware, Middiesex (702 beds) Appointment for 
ome year in first instance. Previous cxperience in 
pathology desirable. Hospital may be visited by 
direct afrangemcat with the Medical Dhyrector. 
Application forms obtainabic from, and returnable 
io, the Group Secretary, Hendon Group Hospital 
Managemeot Committee, Edgware General Hos- 
pital, Edgware. Middiescx, by April 13, 1957 


before April 17, 1957 ($121) (5194) 
WESTERN REGIONAL HOSPITAL BOARD 

PATHOLOGY Applications are invited for the following 

Se appoiatmens, which will be for one year im the 


LEEDS REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT 
(nine notional half-days per week) in pathology 
for duties at bospitats in the Bradford arca. Per- 
son appointed to reside in Bradford. Post vacant 
on September 21. 1957. Applications (12 copies) 
stating age, qualifications, and details of appoint- 
ments held (showing dates), with the names and 
addresses of three referees, to the Secretary, Park 


Parade, Harrogate, not later thas May 20, = 
(5319) 


MANCHESTER REGIONAL HOSPITAL BOARD 


TWO WHOLE-TIME ADDITIONAL 
CONSULTANT PATHOLOGISTS 

(a) North Manchester Hospitals Group Labora- 
tory at Crumpsall Hospital, to work mainly 
at the subsidiary laboratories at the Man- 
chester Northern and Victoria Memorial 
Jewish Hospitals. Special interest in haemaio- 
logy and histology an asset. 

(b) Oldham and District Hospitals Group Lab- 
oratory at Oldham and District General Hos- 
pital Special interest in bacteriology and 
biochemistry desirable. 

Wide experience in hospital pathology casential 
and higher qualification desirable. Appointees to 
live near their main hospitals. 

Application forms from the Senior Administra- 
tive Medical Officer to the Board, Cheetwood 
Road, Manchester, 8, to be returned by Apri! 22, 
1957 (5496) 


THE UNITED LIVERPOOL HOSPITALS 
Applications are invited for appointment as 
CONSULTANT PATHOLOGIST 
for duty at St. Paul's Eye Hospital. The appoint- 
meat is for eleven sessions a week but the success- 
ful candidate will be given the option of a con- 
tract on a part-time basis Candidates should 
possess a registrable qualification and MD. of a 
University of the British Commonwealth. where 
this was taken as a higher qualification. or Diploma 
in Pathology. or M.R.C.P. (London, Edinburgh, or 
Ireland), or Ph.D. in a relative subject taken after 
medical qualification Apply by April 30, 1957, 
giving full particulars of age, qualifications, experi- 
ence, etc., and details of present and previous 
appointments, together with the names of three 
persons to whom reference may be made, to the 
Secretary, the United Liverpool Hospitals, 80. 
Rodney Street, Liverpool, 1. (5504) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PATHOLOGIST 
(S.H.M.O, grade) 
required for gencra! pathological dutics im the 
Bournemouth and East Dorset Group of Hospitals 
Candidates should have had expericnce in ail 
branches of hospital pathology including post- 
mortems. The successful candidate's main duties 
will be at the Poole General and Christchurch 
Hospitals Residence in the Bournemouth and 
Poole area is a condition of the appoinuent. 
Carvassing will disqualify, but candidates may visit 
the hosptals by arrangement with the Group Scc- 
retary, Royal Victoria Hospital, Sheiley Road, 
Boscombe, Bournemouth Applications iscven 
copies), stating age, qualifications and experience 
and the names and addresses of three referees, to 
the Arca Secretary. Highcroft. Romscy Road, Win- 
chester, by April 23, 1957 (S355) 


first instance : 
REGISTRAR IN PATHOLOGY 
based at the Royal Infirmary, Dumfries. 
REGISTRAR IN PATHOLOGY 
based at the Giasgow Royal Intirmary for duties 
on a rotational basis at the Royal Maternity and 
Women's Hospital 
Applications (12 copies), stating date of birth, 
qualifications, experience. presemt appointment, and 
the names of three referces, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by April 20, 1957. (5450) 


GLOUCESTERSHIRE ROYAL HOSPITAL 


RESIDENT CLINICAL PATHOLOGIST 

Resident Clinical Pathologist required (Senior 
House Officer Grade) Post, which presents an 
opportunity of gaining experience in al] branches 
of pathology, became vacant on April 1, 1957. 
Recognized for the Diploma of Pathology. Appli- 
cations, naming two referees, to the Group Secre- 
tary, Gloucestershire Royal Hospital, Southgate 
Street, Gloucester. ($462 


GROUP PATHOLOGICAL LABORATORY AT 
ST. MARY ABBOTS HOSPITAL 
Marloes Road. Kensington, W.8 


SENIOR HOUSE OFFICER (Pathology) 
for duty in the first instance at the Group Labora- 
tory. Post vacant Jume 3. 1957. Resident or non- 
resident post with training in four branches of 
Pathology. Applications by April 15, 1957, on 
forms obtainable from Hospital Secretary (5473) 


WEST MANCHESTER H.M.C. 
Park Hospital, Davyhulme (General Hospitat— 
433 beds) 


SENIOR HOUSE OFFICER 
required for Group Laboratory. Post vacant June 
1, 1957, and tenable for one year. Dutics. which 
alternate with holder of second similar post, 
include routine gencral pathology and emergency 
investigations. Laboratory recognized for D. Path. 


and D.C.P. examinations Previous experience 
not cssenual Application forms from Group 
Secretary. (5158) 


WESTWOOD HOSPITAL, Beveriey, Yorkshire 


ASSISTANT PATHOLOGIST 

House Officer grade) 
required in Area Laboratory Offers experience 
all branches of pathology. Salary £745. Detailed 
applications to Group Secretary. (5009) 


FREE _HOSPITAL GROUP 


RESIDENT ASSISTANT PATHOLOGISTS 

Applications are invited from registered men 
and women medical practitioners for the posis of 
Resident Assistant Pathologists at the above hos- 
pital. One post vacant on June 1, the other on 
July 1. 1957. The appointments are for six months 
in the first instance. subject to possible re- appoint- 
ment for a further six months. Salary and 
tions of service in accordance with the scale laid 
down by the Ministry of Health for House Officers. 
Application forms may be obtaincd from the 
Hospital Secretary, Royal Free Hospital, Gray's 
Inn Road. W.C.1. to whom they should be 
returned not later than May 1. 1957 (5416) 


PSYCHIATRY 


MANCHESTER REGIONAL HOSPITAL BOARD 


Sewth Manchester H.M.C. 
Withington Hospital, Manchester, 26 


The Board invites applications for the post of 
REGISTRAR IN PATHOLOGY 
Group Laboratory. Withington Hospital (1.08% beds). 
The laboratory is recognized for the D Path. ex- 
amination, and facilities are available for waining 
in all branches of clinical pathology. Applications, 
Stating age. qualifications, present post. experience, 
and names of two referees. to be forwarded to the 
Group Secretary, Withington Hospital, Manchester, 
20. (5509) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Applications are invited for the posta of 
@ CONSULTANT PSYCHIATRIST 
and (i) ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer grade) 
at Craig Denain Hospital, lnverness 
These posts are whole-time, and houses are 
available. Application forms and further particu- 
lars can be obtained from the undersigned. to 
whom applications should be returned by April 27. 
1957. —A,. Fraser. Secretary and Administrative 
Medical Officer. Office of the Northern Regional 
Hospital Board, Raigmore, Inverness (5120) 
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; WESTMINSTER TOURING ASSOCIATION LTD., Medical Department 8M'S 
West End Offices : Parliament St., Whitehall, London, $.W.!. Head Office : 92 Victoria Street, London, S.W.! 
Phone : TRAfalgor (4 lines) Phone: ViCtoria 6301 (5 lines} 
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Psychiatry—contd. 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR ASSISTANT 
PSYCHIATRIST 


for Middiewood Hospital, Sheffield 
Salary scale £1,575 by £50 to 


required 
House available. 


£2,025. Application forms and further details from 
Senior Administrative Medical Officer, Sheffie'd 
Regional Hospital Board, Old Fulwood Road, 


id. Forms to be returned by April 27, 1957 
(S088) 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Tone Vale Hospital, near Taunton 


Applications are invited for the appointment of 
ASSISTANT PSYCHIATRIST 


at Tone Vale Hospital, ncar Taunton, which con- 
tains approximatcly 1,200 beds. The appointment 
will be on a whole-time basis in the Senior Hospital 
Medical Officer grade. Applicants should possess 
the Diploma in Psychological Medicine, and 
previous experience of the diagnosis and treatment 
of mental diseases is essential. The successful 
candidate will work under the general direction 
of the Medical Superintendent. Twelve copies of 
applications, stating date of birth, qualifications 
and experience, together with the names and 
addresses of two referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tya- 
dalls ~ Road, Bristol, 8, mot later than = 
27, 19 (5397) 


MANCHESTER REGIONAL HOSPITAL BOARD 


TWO POSTS OF SENIOR REGISTRAR IN 
PSYCHIATRY 
as follows : 

() Salford Group of Hospitals (Salford Roya! 
and Hope Hospitals) and Springficid (Men- 
tal) Hospital, Manchester. 

(>) Bury and Rossendale and Rochdale Groups 
of Hospitals. 


The person appointed to the latter post may be 
required to transfer for a period of service to 
Prestwich Mental Hospital, near Manchester, or to 
another psychiatric team based on a general hos- 
pital centre elsewhere in the region where further 
expericnce and training can be obtained 

Application forms, obtainable from the Senior 
Administrative Medical Officer of the Board, Cheet- 
wood Road. Manchester, 8, should be returned by 
April 15, 1957 (5476) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR PSYCHIATRIST 


whole-time. St. Mary’s Hospital, Stannington. 
Morpeth (800 beds). Accommodation for single 
person available. Married man may live out by 
arrangement, if near hospital and prepared to 
sicep in when on duty. The person appointed 
wil) be able to take the Durham University D.P.M 
course. Further particulars from Regional Psychi- 
atrist. Application, with names and addresses of 
three referces, to Regional Psychiatrist, Regional 
Hospital Board, Benficid Road, Newcastle upon 
Tyne, 6, within seven days. (5359) 


NORTHERN = AND HOSPITALS 
A 


APPOINTMENT OF REGISTRAR 


The Authority invite applications for a whole 
time post as Registrar in Psychiatry under their 
Special Care Scheme for persons suffering from 
arrested or incompicte development of mind. 
terms and conditions will be in accordance with 
the application of the Spens Report to Northern 


Ireland. Applications to be made on a form 
obtainable (with further particulars) from the 
Secretary, Northern Ireland Hospitals Authority, 


and to be returned 


44-46, Queen Street, Belfast, 
(5427) 


pot later than April 20, 1957. 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR IN PSYCHIATRY 


(Resident of non-resident) required at Three 
Ceunties Hospital (Mental), Ariesey, Beds (1,300 
beds). All forms of treatment carried out and out- 
patient clinics held at the local general hospitals 
Facilities for research work and for attendance at 
D.P.M. and other courses in London. Hospital 
may be visited by direct appointment. Applica- 
tion forms obtainable from, and returnable to, the 
Medical Superintendent, Three Counties Hospital, 
Arlesey, Beds, by April 17, 1957. (5505) 
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PARKSIDE HOSPITAL MANAGEMENT 
COMMITTEE, Macc.esfield (1,600 beds) 
(Manchester Regional Board) 


Applications are invited “for the post of 
RESIDENT REGISTRAR IN PSYCHIATRY 
Facilities for attending the course for the D.P.M 
at Manchester University will be granted and the 
hospital is recognized by the Conjoint Board for 
the purpose of the D.P.M. The hospital may be 
visited by appointment. Applications, with names 
of two referees, to be sent to the Medical Superin- 
tendemt, Parkside Hospital, Macclesfield, Cheshire, 
to reach him by April 20, 1957. (5345) 


AMENDED ADVERTISEMENT 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME NON-RESIDENT SENIOR 
REGISTRAR (Psychiatry) 
required for duties at the Towers Hospital. 
Leicester, and at the Children’s Psychiatric Clinics 
in Leicester and Leicestershire Possession of 
essential. Appointment for one year in 
first instance, reviewable annually. Application 
forms and further details from Senior Administra- 


tive Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood Road, Shefficid. Forms to 
be returned by April 25. (5346) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Holloway Senstertem, Virginia Water, Serrey 


Applications are invited fc for the post of 
PSYCHIATRIC REGISTRAR 
at above hospital of 750 beds for acute psychiatric 
cases. Applicants are invited to visit the hospital 
by local arrangement. Accommodation is available 
for a married man. Application forms, obtainable 
from the Group Secretary, should be returned 
complete within 14 days of the appearance of this 
advertisement. (5347) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PSYCHIATRIC REGISTRARS TRAINING 
SCHEME 


Applications are invited for the appointment of 
Registrar for six months’ periods at the Hospitals 
Knowle, Fareham; Coldeast, Sarisbury, near 
Southampton ; St. James’, Portsmouth, and Moor- 
green, Southampton, in succession. These appoint- 
ments afford wide experience in the treatment of 
all forms of nervous and mental disorder, including 
cases admitted to the observation ward at Moor- 
grcen Hospital, and in mental deficiency. In 
addition, there are special opportunities for experi- 
ence in the Department of Child Psychiatry (io- 
patients and out-patients), in  electroencephalo- 
ataphy, and in neurology at St. James’ Hospital. 
Salary, etc., in accordance with the agreed terms 
and conditions of service for hospital medical staff. 
For residents appropriate charges are made for full 
residential amenities. Candidates may visit the 
hospitals by appointment with the Physician Super- 
intendemt. Application forms may be obtained 
from the Group Secretary, Knowle Hospital, Fare- 
ham. Hants, to whom five copies should be sent 
within two weeks of the appearance of this adver- 
tisement. (5348) 


WELSH REGIONAL HUSPITAL BOARD 
REGISTRAR IN PSYCHIATRY 
based at St. Cadoc’s Hospital, Caecricon, Mon 
(470 beds). Full range of modern psychiatric 
treatments and sumber of associated general hos- 
pital out-patient clinics. Resident. Subject to 
review end first year. Application forms from 
S.A.M.O., Temple of Peace, Cathays Park, Cardiff. 
within 14 days. (5376) 
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THE BOARD OF GOVERNORS OF THE UNITED 
BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited by the above Boards 


for the joint appoiniment of 


REGISTRAR IN PSYCHIATRY 
to the Plymouth Clinical Area based on Moor- 
haven Hospital, Ivybridge, South Devon The 
appointment will be heid for one year in the first 
instance and may be renewed for a further year 
A flat is available if required, suitable for a 
married man A comprehensive Mental Health 
Service is in operation and expericnce can be 
ga.ned in all branches of in-patient and out-patient 
work (including neurology, mental deficiency and 
child guidance). The out-patient service is based 
on the South Devon and East Cornwall Hospital, 
Plymouth, and the Plymouth Child Guidance Clinic, 
Moorhaven Hospital is recognized as a training 
centre for the D.P.M. The 1956 Annual Report, 
which gives full particulars of the service, can be 
obtained from the Physician Superintendent, Moor- 
haven Hospital. Applications, stating date of birth, 
qualifications and experience, together with the 
names and addresses of two re‘erees. should be 
sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalis Park Road, Bristol, 8, not 
later than April 27, 1957. (5363) 


THE BOARD OF GOVERNORS OF THE UNITED 
BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited by the above Boards 
for the joint appointment of 


SENIOR REGISTRAR IN PSYCHIATRY 


The appointment will be held for one year in the 
first instance but may be renewed thereafter on 
an annual basis. The successful candidate will be 
appointed to work for the first year mainly at 
Tone Vale Hospital, near Taunton, which pro- 
vides treatment in all types of psychiatric cases 
including psychotic children, and all forms of 
modern treatment; also attendance at out-patient 
psychiatric clinics and work in the electro- 
encephalographic department. He will also be 
required to visit other hospitals in the South 
Somerset Clinical Arca as determined by the 
Regional Board from time to time. A flat suitable 
for a married man or single quarters will be avail- 
able in the hospitals. Applications, stating date 
of birth. qualifications and experience, together 
with the names and addresses of two referees, 
should be sent to the Secretary of the es 
Hospital Board. 27. Tvndal’s Park Road, Bristol. 

not later than April 27, 1957. (64> 


CONNAUGHT HOSPITAL, Walthamstow, E.17 


CLINICAL ASSISTANT 


required in the Psychiatric Department, for one 
session per week (Friday afternoon). Salary io 
accordance with Para. 10(b) of Service Conditions, 
ie., £175 a year for cach weekly notional half- 
day. Applications, with full details and copics of 
two recent testimonials, should be sent immediatcly 
to Secretary, Forest Group H.M.C., Langthorne 
Road, E.11. (5010) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 29 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Abstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 


and to enable the specialist to assess their importance in relation to his own 
work, Abstracts of World Medicine provides a guide to the literature in 
languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. 


BRITISH MEDICAL 


B.M.A. House, Tavistock Square, 


U.S.A, and Canada $13.50 


ASSOCIATION 


London, W.C.1 
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medical beds Applications should be forwarded 
immediately to the Secretary. Romford Group Hos- 
pital Management Commitice, Oldchurch Hosni'a! 
Romford (S045) 
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Psy chiatry —contd. 


HORTON ROAD AND CONEY HILL 
HOSPITALS, Gloucester (1,598 beds) 


Applications invited for the appointment of a 
JUNIOR HOSPITAL MEDICAL OFFICER 
Hospital serves the North Gloucestershire Clinical 
Area, including Gioucester, Cheltenham, Stroud, 
and forest of Dean High adm ssion rate (800) 
All modern methods of treatment New units 
provided for treatment of neurotics and alcoholics 
Expanding out-patient services, long-stay annexcs 
and social clubs Encouragement and opportunity 
for study. Salary and conditions Whiticy Council, 


Fiat availabie at moderate rental Applications, 
with names of three referees, to Physician Superin- 
tendent within 14 days (ss49) 


MeNSTON (MENTAL) HOSPITAL, sear Leeds 


Applications iavited for whole-ume appomtment 
JUNIOR HOSPITAL MEDICAL OFFICER 
Facilities available for waining in all branches of 
psychiatry io conjunction with Departmem of 
Psychiatry, Leeds University Salary in accordance 
with terms and conditions f service of hospita 
medical and dental staff Residential accommoda 
tion for single person No house or flat available 


Applications to Physician Superintendent, stating 
aac, civ siate, qualifications, experience and 
aumes and addresses of two referees (5384) 


RUBERY HILL HOSPITAL, Birmiagham 
(980 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 


cequired sidemt or non-resident, malic or temaic 
Valuable cxpericnce provided in the investigation 
diagnosis and treatment of all forms f psychiatric 
ilmess D.P.M. Course, Birmingham University 


Previous ‘teraduate psychiatric experience not 
easential. tinistry of Health terms and conditions 
of service Applications stating name age, 
nationality qualifications cxperience and 
viding the names of three referees, to be sent as 
soon as possible to the Group Scecretary, Offices 
of the Hospital Management Committec, Rubery 


Hill Hospital. Birmingham (4320) 
CHEADLE ROYAL: REGISTERED MENTAL 
HOSPITAL 


Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER 
Facilities are offered for Junior Staff to become 
versed in all branches of psychiatry, and oppor- 
tunitics will be afforded for attendance al courses 
for the D.P.M. examination at Manchester Univer- 
sity Applications, giving full detaiis and enclosing 
copies of three recent testimonials, should be sent 
to the Medical Supcrintendent, Cheadle Royal 
Hospital. Cheadic. Cheshire. within the next 14 
days. Salary as per National Health Service scale 
The hospital operates outside the National Health 
Service, but reciprocity bas been granted between 
Une National Health Service Superannuation 
Scheme so that years of service are transferable 
in ether direction (5428) 
RUNWELL HOSPITAL (1.032 beds), 
wear Wickford, Essex 


SENTOR HOUSE OFFICER (Male of Female) 
required for one of the Consultant's Divisions and 


to assist in out-patient work Excellent post- 
araduate facilities for D.P.M. Salary £745, residen- 
tial charge, £150 Applications, with copies of 
testimonials, to the Secretary (5410) 


ST. BERNARD'S HOSPITAL FOR NERVOUS 
AND MENTAL DISORDERS, Southall, Middlesex 


Application is invited for the post of 

SENIOR HOUSE OFFICER 
Facilities are afforded junior staff to become versed 
in all branches of psychiatry. N.H.S. salary and 
conditions Applications, e@iving full details and 
copies of three recent testimonials, should be sent 
to the Physician Superintendent within 14 days of 
the appearance of this advertisement (8433) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 
SENIOR HOUSE OFFICER (Psychiatric Unit) 


Duties mainly in observation wards. Post recog- 
nized by Conjoint and R.M_P.A. as D.P.M. train- 
ing post Applications to Group Secretary, West 
Middiesex Hospital, Isleworth. by April 17. (5437) 


ABERDEEN MENTAL HOSPITALS 


i. Aberdeen Royal Mental Hospital, Aberdeen 
2. Kingseat Mental Hospital, Newmachar 

The undernoted medical staff required for the 
above hospitals, where all forms of modern treat- 
ment are undertaken and where there ts association 
with the Untversity Department of Mental Health 
The hospitals are separate emitics and applications. 
giving full detafia of age. ctc.. are to be made to 
the appropriate Physician Sunerimendeat. 

SENTOR HOUSE OFFICERS 


Salary £745 per annum. less £150 for board, etc 
SE OFFICERS (fully 

Salary £525 per annum, lew £125 for ound, ete 

($463) 


Stating age, qualifications, present post. experience, 
and names of two referees. to be forwarded to the 
Group Secretary, Withington Hospital, Manchester, 
20. (5509) 
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whom applications should be returned by April 27. 
1957. —A. Fraser. Secretary and Administrative 
Medical Officer. Office of the Northern Regional 
Hospital Board, Raigmore, Inverness (5120) 


AprRit 6, 1957 


RADIOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT RADIOLOGIST 
Three half-days a week, Highlands General Hos- 
pital, Winchmore Hill, N.21 (732 beds). Hospial 
may be visited by direct appointment. Applicaton 
forms obtainable from, and returnable to, Secre- 
tary, North-West Metropolitan Regional Hospital 
Board, lia, Portland Place, W.1, before May 15 
1957 (5388) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(490 beds) 


RADIOLOGICAL REGISTRAR 

One of the two Registrar posts in the diagnostic 
x-tay department will become vacant at the end 
of April, 1957 Applicants must possess at least 
the D.M.R.(D.) Part 1, and application forms may 
be obtained from the Group Secretary, “ Hunting- 
ton,”’ Guildford Road, Chertsey. Completed forms 
must be returned by April 18. 1957. The depart- 
ment may be visited by arrangement with the 
Senior Radiologist (Ottershaw 441). Hospital within 
easy reach of London (5321) 


SHREWSBURY GROUP AND ROBERT JONES 
AND AGNES HUNT ORTHOPAEDIC 
HOSPITAL, Oswesiry 


REGISTRAR. RADIOLOGY (Radiodiagnosis) 
Residemt or non-resident Application forms from 
Group Secretary. Royal Salop Infirmary. Shrews- 
bury, to be returned by April 15, 1957. Candidates 
may visit hospitals. (5350) 


RADIOTHERAPY 
THE LONDON HOSPITAL, Whitechapel, E.1 


Applications are invited for the post of 
CONSULTANT RADIOTHERAPIST 
(maximum part-time) to the hospital Candidates 
must hold the Fellowship of the Faculty of 
Radiologists Applications (12 copies), giving the 
names and addresses of three referees, should be 

received by the undersigned by May 4, 1957 


H. Brierley, House Governor. (5097) 
SURGERY 
EASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


General Surgery 
Stracathro Hospital, Brechin 
Applications are invited for the post of 
REGISTRAR IN GENERAL SURGERY 
at Stracathro (General) Hospital, Brechin (676 
beds—110 for general surgery). Applicants should 
have had previous experience in general surgcry 
Forms of application and further particulars from 
the Secretary to the Board, 430, Blackness Road, 
Dundee, with whom applications must be lodged 
not later than April 20, 1957 (5464) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Broadgreen Hospital 


Applications are invited for the post of 
SURGICAL REGISTRAR 
with duties at the above hospital The post is 
recognized for the F.R.C.S. Forms of application 
from Dr. T. Lioyd Hughes, Senior Administrative 
Medica! Officer, Liverpool Regional Hospital Board. 
19. James Street, Liverpool, 2, to be returned not 
later than April 20, 1957.—Vincent Coilinge, 
Secretary to the Board. (5381) 


MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester H.M.C. 


The Board invite applications from registered 

practitioners for the post of 
RESIDENT SURGICAL OFFICER 
(Regwiurar grade) 

at the Christie Hospital and Holt Radium Institute 
The post provides unique experience in the teat- 
ment of tumours and good oppurtunity for study. 
Applications, with full details, including the names 
of two referees, to be torwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, im- 
mediately (S254) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPTIAL BOARD 


WHOLE-TIME SURGICAL REGISTRAR 
resident or non-resident, required at Colindale 
Hospital, Colindale Avenue, London, N.W.9 (300 
beds) F.R.C.S. and previous experience an 
advantage. Work covers surgica! treatment of pul- 
monary, orthopacdic, urinary and tuberculous and 
fon-tuberculous chest diseases The hospital is 
situated within casy access to central London and 
may be visited by arrangement with Physician 
Superintendent Application forms obtainable 
from, and returnable to, Group Secretary, Hendon 
Group Hospital Management Committec, Edgware 
General Hospital, Edgware, Middlesex, by April 
20, 1957 (5465) 


ST. MARK’'S HOSPITAL. City Road, 
Loadon, E.C.1 


Applications invited from senior registrars who 
have completed their training or registrars who 
have completed their appointments for the post of 

RESIDENT SURGICAL OFFICER 
Part of time non-resident by arrangement. Salary 
at the rate of £1,400 or £965 respectively. Appoint- 
ment tenable for six months from June | with 
possibility further extension six months Age, 
qualifications, experience, names two referees, to 
Secretary. Board of Governors, the Hammersmith, 
West London and St. Mark's Hospitals, Du Cane 
Road, London, W.12, by April 15 (5440) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
General Hospital, Boston (80 beds) 


WHOLE-TIME RESIDENT REGISTRAR 
(General Surgery and E.N.T.) 
required, with relief duties in the Casualty Depart- 
ment Appointment for one year in first instance. 
Apply to Secretary, Shefficld Regional Hospital 
Board, Old Fulwood Road, Shefficid. by April 15, 
1957, givine age, nationality, qualifications, present 
and previous appointments (with dates), naming 
three referees. ($322) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for a whole-time appoint- 

ment as 
RESIDENT SURGICAL OFFICER 

to fill a vacancy in the approved establishment 
at the Lewisham group of hospitals, available on 
June 21, 1957. The salary will be £965 per annum 
(second year Registrar rate), and the appointment 
will be im accordance with the Terms and Condi- 
tions of Service of Hospital Medical and Dental 
Staff (England and Wales) and will be for one 
year ip the first instance, renewable for a further 
year. Applications, giving particulars of age. 
qualifications and experience (with relevant dates), 
together with the names and addresses of two 
referees. to be sent to the Secretary, Registrars 
Committee, South-East Metropolitan Regional Hos 
pital Board, 11, Portland Place, London, W.1, not 
later than April 20, 1957. (5323) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post 
REGISTRAR IN GENERAL SURGERY 
to the Blackpool and Fyide Group of Hospitals. 
with main duties at Victoria Hospital. Blackpool 
(353 beds). The post, which is vacant in July. 
is recognized under the F.R.C.S. regulations. The 
appointment offers an excellent opportunity to 
suitably qualified candidates for gaining practical 
experience in general and emergency surgery. A 
furnished flat is available in the married quarters 
situated in a detached property in a select resi- 
Gential area adjacent to the hospital Applica- 
tions, stating age. qualifications, experience, and 
the names of three referees, should be sent to the 
Group Secretary, Blackpool and Fyide Hospital 
Management Committee, Victoria Hospital. Biack- 
pool (5018) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL SURGERY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Redhill County Hospital (552 beds) 


SURGICAL REGISTRAR 

Whole-time resident appointment, with married 
quarters availabie. Recognized for F.R.CS. 
Apolicante should state whether available for 
locum tenens prior to appointment. Application 
forms from Group Secretary, Redhill H.M.C., 
Earlswood Mount, Pendleton Road, Redhill, Surrey. 
returnable by April 20. (5324) 


WESTERN REGIONAL HOSPITAL BOARD 
Applications are invited for the yy 
appointments, which will be for one year in 
tance 
REGISTRAR IN SURGERY 
based at the Southern General Hospital, Glasgow. 
REGISTRAR IN SURGERY 
based at the Royal Alexandra Infirmary, Paisicy. 
Applications (12 copies), stating date of birth. 
qualifications, experience. presemt appointment. and 
the names of three referees. to reach the Secretary. 
Western Regional Hospital Board. 64, West Regent 
Sweet, Glasgow, C.2, by April 20, 1957, (5452) 
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(130 beds). Non-resident Hoapital recognized | 
for FR.CS. Subject review end of first year. 
Application forms from $.A.M.O., Temple of 5 
. Peace, Cathays Park, Cardiff, within 14 days 
($377) 


tion forms odtainadie from, ang returnaoie to, the 
Medical Superintendent, Three Counties Hospital, 
Arlesey, Beds, by April 17, 1957. (5505) 
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Surgery—contd. 


BOOTH HALL CHILDREN’S HOSPITAL 
Blackley, Manchester 9 (380 beds) 
Recognized for D.C.H. 


3.H.M.O. (Resident) 
required for plastic unit and regional burns unit 
(48 beds for severe burns and scaids). Post vacant 
now £170 deducted for full emoluments 
i SIDE NT SENIOR HOUSE OFFICER (Surgical) 
Duties Orthopaedic and E.N.T. Post vacant April 
1 £150 deducted for full emoluments 

Applications, giving names and addresses of two 
referees, to be sent to Group Secretary. from whom 
further particulars may be obtained 

HOUSE OFFICER (Surgical) 

Pre- of post-registration Duties mainly general 
surgery and neurosurgery Post vacant on April | 
Appiications, with usual particulars and copies of 
two recent testimonials, to Group Secretary. (5429) 


BLACKPOOL AND FYLDE H.M.C, 
Blackpool Victoria Hospital (353 beds) 


ASSISTANT RESIDENT SURGICAL OFFICER 
(Senior House Officer ’ 

Vacant June 1 Recognized for the FRCS 
The post offers excellent experience in emergency 
and gcneral surgery The evening duties alternate 
with those of the R.S.O Applications, with the 
names and addresses of two referees, should be 
sent to the Group Secretary. Victoria Hospital 
Blackpool (5020) 


CHICHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Bognor War Memorial Hospital (32 beds) 


RESIDENT SENIOR HOUSE OFFICER 
required to work under visiting Consultant Surgeon 
and Physician. also casualty work Salary at 
present €745, less £150 per annum for residence 
Modern fully equipped theatre. Good liaison with 
Chichester main hospitals and with local general 


practitioners Also gives opportunity for post- 
graduate reading Apply. giving three referees’ 
names, to Group Secretary, 174, Broyle Road, 


Chichester (S351) 


COLINDALE HOSPITAL, Colindale Avenue, 
London, N.W.9 (200 beds) 


SENIOR HOUSE OFFICER 
resident or non-resident, required, to assist io 
thoracic, orthopaedic and genito-urinary surgery. 
Apply, stating age. qualifications and experience, 
and giving the names and addresses of two referees, 
to Group Secretary, Hendon Group Hospital 
Management Committee, Edgware General Hospital, 
by April 20, 1957 (5466) 


COUNTY Grifithstowe, Moo 
(253 beds ) F.R.C.S.) 


SENIOR HOUSE OFFICER 
required very shortly. Post covers 39 surgical 
beds Will also attend out-patient clinics at a 
nearby hospital. Good experience. Write, quoting 
two referees, to T. A. Jones, Group Secretary, 
64, Cardiff Road, Newport, Mon (5021) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


HOUSE SURGEON (pre-registration) or 
SENIOR HOUSE OFFICER (General Surgery) 
Vacant May I! Recognized under F.R.CS. 

regulations if held by Senior House Officer. Apply 
immediately, giving full details and two names for 
reference, to Secretary. ($352) 


EAST SURREY HOSPITAL, Shrewsbury Road, 
Redhill, Surrey 


SENIOR HOUSE OFFICER (Male) 
Mainly surgical. Post vacant immediately. 
Apply to the Hospital Secretary. ($325) 


GRIMSBY HOSPITAL MANAGEMENT 
‘OMMITTEE 


Scartho Road Hospital, Grimsby 


RESIDENT HOUSE OFFICER (Surgical) 
required (Pre-registration or Senior Howse Officer 
grade) for duties in acute surgical unit of $6 beds, 
modern theatre and O.P. Department. Offers ex- 
cellent experience of all types of General Surgery. 
Married quarters available. Post vacamt end of 
April, 1957. Applications, with names of two 
referees, to Hospital Secretary ($285) 


HIGH eee WAR MEMORIAL HOSPITAL 
6S beds, ots | six Residents) 


SENIOR HOUSE E OFFICER (Surgical) 
required. Appointment for 12 months. Post 
recognized for F.R.C.S. examination. Applications, 
with names of two referees, to Group Secretary, 
St. Mary’s Cottage, High Wycombe. (5326) 


PORTSMOUTH GROUP HOSPITA 
MANAGEMENT COMMITTEE 


Royal Portemesth (70 Sergical beds) 


SENIOR HOUSE SURGEON 

Vacant April 15, 1957. 

Applications, stating agc, expericnce and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, St. Mary's Hospital, Milton Road, Ports- 
mouth (8727) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Chorley and District Hospital, Chorley, Lancs 


SENIOR SURGICAL HOUSE OFFICER 
required at this busy gencra) hospital, which 1 


stafled with Consultants trom Preston Royal 
Infirmary. Post recognized for F.R.C.S. Vacant 
early April. Applications, with names of two 


referees, to Group Secretary, Royal Infirmary, 
Preston, Lancs (S077) 
ROVAL HOSPITAL, Richmond, Surrey 
(Acute General Hospital, 121 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN SURGERY 
Post vacant on April 12, 1957. Applications 
immediately, with names of two referees, to the 
Administrative Officer (5047) 


ST. PAUL'S HOSPITAL, Cheltenham 
(40 surgical beds) 


SENIOR HOUSE OFFICER (Surgical) 
required for the above hospital Applications, 
giving details of qualifications, experience, and 
names of three referees, to be sent to the Group 
Secretary General Hospital, Sandford Road 
Cheltenham (5467) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middiesbrough General Hospital (303 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Surgery) 

The appointment is recognized for the F.R.CS 
exam nation, and will include some duties in the 
Casualty Department, which is under the super- 
vision of a full-time Senior Casualty Officer Appili- 
cations, stating age, qualifications and experience, 
together with the names of two referees, should 
be sent to the Hospital Secretary (5046) 


CAERPHILLY AND DISTRICT HOSPITAL 
sear Cardiff (226 acute general beds) 
SENIOR HOUSE OFFIC ER (General Surgery) 
HOUSE SURGEONS (two vacancies) 
Preference given to pre-registration candidates 
The posts are recognized by the Royal College of 
Suracons. Six miles from the teaching hospital at 
Cardiff. Apply to Group Secretary at —, 

(S260) 


AMERSHAM GENERAL HOSPITAL, Bucks 


RESIDENT HOUSE SURGEON 
required for busy general hospital. Apply, with 
names of two referces. to Secretary. (5327) 


BEDFORD GENERAL HOSPITAL (439 beds) 
HOUSE SURGFON 
required. Pre- or post-registration, recognized for 
FRCS. Post offers exceptional opportunities for 
general experience in busy acute surgical units. 
Enquiries and applications, with copies of two 
recent testimonials. to Group Secretary, 3, Kim- 
bolton Road, Bedford. (5752) 


BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row. Birmingham, 15 
(215 beds and 8 House Surgeons) 


HOUSE SURGEON (Resident) 

Vacant April. Hospital largest Traumatic Unit 
in country and treats over 50.000 new patients 
each year Recognized for purpose of Casualty 
by R.C.S(Eng.). Teaching programme by consult- 
ant staff. Six-month appointment. some of which 
can be spent im 42-bedded Medical Research 
Council's Burns Unit. Apply, naming two referees, 
to Administrator within seven days (5048) 


BOLINGBROKE HOSPITAL 
Wandsworth Common, §.W.11 


HOUSE SURGEONS (TWO) 
(Resident), required from May 9 and 23, 1957, 
respectively. Open to registered practitioners and 
pre-registration candidates. Apply Hospital Secre- 
tary, enclosing copies three recent testimonials, 
by April 17. 1957. (5291) 


CONNAUGHT HOSPITAL, Walthamstow, E.17 
(118 beds) 


HOUSE SURGEON 
required for six months (general surgery and specia’ 
departments). Post vacant May 11, 1957. Recog- 
nized for F.R.C.S. Applications, with full details 
and copies of two recent testimonials, should be 
sent, immediately to Secretary, H.M.C., 
Group, Langthorne Road, E.11. 


EAST RIDING GENERAL HOSPITAL 
Driffield, Yorkshire (247 beds) 
HOUSE ‘SURGEON 
(First, second or third post) 

Required now. Casualty, general surgery, ortho- 
paedics and some gynaccology Approved pre- 
registration post. Fully registered practitioners 
may apply. Apply Group Sccretary, Westwood 
Hospital, Bevericy, Yorkshire. ($012) 


HIGH WYCOMBE AND DISTRICT WAR 
MEMORIAL HOSPITAL (165 beds) 


HOUSE SURGEON (General and E.N.T.) 
required. Pre or post-registration. Accommoda- 
tion for married couple. Apply, with names of 
two referees, to Group Secretary, St. Mary's 
Cottage, High Wycombe (5024) 


HULL (A) GROUP peti hg MANAGEMENT 
COMMITTEE 


Hull Royal oyal lafirmary 
Applications are invited for the post of 
HOUSE SURGEON (House Officer grade) 
vacamt now. Recognized for F.R.C.S. National 


salary scale and conditions. Six-monthly appoint- 
ment, terminable by one month's notice cither side. 


Applications to the Hospital Secretary (5506) 
MAIDSTONE WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Management Committee 


Applications are invited for the pre-registration 
post of 
HOUSE SURGEON 

Six months’ appointment. Post now vacant. 
Salary at the rate of £425 to £525 per annum. A 
deduction at the rate of £125 a year is made for 
board and lodging and other services provided 
Applications should be forwarded, as soon as 
poss'ble, to the Administrative Officer at the 
hospital. (7800) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Gravesend and North Kent Hospital, Gravesend, 
Kent 


HOUSE SURGEON 

Applications are invited for above resident post 
vacant now The successful applicant will be 
attached to two Consultant Surgeons with oppor- 
tunities for extensive surgery and special experience 
in vascular work Recognized for F.R.C.S. and 
1 a pre-registration post Salary £425 to £525 
per annum according to experience, less £125 for 
residential emoluments. Applications, stating age 
nationality, qualifications and experience, to Hos- 
pital Secretary. (S243) 


MILLER GENERAL HOSPITAL (180 beds) 
Recognized for F.R.C.S. examination 


HOUSE SURGEON 
Vacant mid-May, 1957. Six months’ appoint- 


ment. National salary and conditions. Applica- 
tion and testimonials to Secretary, G. and D./ 
H.M.C., St. Alfege’s Hospital, $.E£.10 (5434) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT HOUSE SURGEON 
required from March 28, 1957. in the General 
Surgical Unit. Recognized for FRCS. Open to 
cither pre-registration applicants or to fully regie- 
tered practitioners This very active unit of a 
total of approximately 180 beds affoMs ample 
opportunities for candidates to obtain st-class 
tuition and experience. The candidate appointed 
will be attached to a unit of approximately 60 
beds. Applications should be forwarded immedi- 
ately to the Group Secretary, Romford Group 
HMC... Oldchurch Hospital, Romford 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 


Pontefract General Infirmary 


HOUSE SURGEON 

required. This is an approved pre-registration post 
under Medical Act, 1950. but applications will be 
considered from fully registered practitioners. Hos- 
pital approved under F.RC.S. regulations and 
provide excellent surgical experience. Post vacant 
on April 15. Married accommodation available. 
Applications to the Secretary, Great Northern 
House, Salter Row, Pontefract, as soon as ooutte. 

) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 29 
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Surgery—contd. 

ROYAL WEST SUSSEX HOSPITAL, Chichester 
(202 Acute Beds) 


RESIDENT HOUSE SURGEON 
required for six months’ appointment Nationa! 
salary scale for first, second, or third posts. Post 
approved for pre-registration practitioners Also 
recognized for F RC.S. Seven residents, including 
R.S.0. and 3 House Surgeons. Vacant immediately 
Apoly to Senior Administrative Officer (S484) 


THE RUVAL MARSDEN 
fe ‘oad, Londos, 5.W.3 


Applications are invited from registered medical 

practitioners tor the post of 
HOUSE SURGEON (Resident) 

Salary £525 per annum. The post is tenable for 
six months from May 3. 1957. Forms of applica- 
tion are obtainable from the House Governor 
to whom applications, together with copies of three 
receat testimonials, should be sent not later than 
April 12 (5184) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpool Stanley Hospital 


Applications are invited for the post of 
HOUSE SURGEON 

for the period to August 31, 1957. The appoint- 
ment is open to pre-registration and to registered 
practitioners Apply as soon as possible on form 
Odtainable from the Secretary, the United Liver- 
pool Hespitals, 80, Rodney Street, Liverpool. | 

«SS00) 


TINDAL GENERAL HOSPITAL, Aylesbery, 
Becks (260 beds) 
HOUSE SURGEON (Male or Female) 

Pre-registration post, but registered practitioners 
invited to apply The post offers wide experience 
of general surecry with operative practice. Recuoe- 
awed for FRCS Vacant May 28, 1957 The 
acute surgical unit consists of 95 beds. No Casualty 
Gepariment. Apply. with copies of two testimonials 
to the Administrative Officer (S078) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Male) 
required immediately. (Not pre-registration ap- 
potatment.) Applications should be forwarded to 
the Secretary, Romford Group H.M.C., Oldchurch 
Hospital, Romford (6766) 


WORCESTER ROYAL INFIRMARY 
Q13 beds) 


HOUSE SURGEON 
(Pre-registration of otherwise) 
required from May | for general surgery post at 
this busy, acute hospital. The appointment offers 
wide and varied experience and is recognized for 
the FRCS. cxaminations. Applications to Hos 
pita) Secretary (5468) 


BARNET GENERAL HOSPITAL 
Wellhouse Lane, Barnet, Herts (401 


TWO RESIDENT HOUSE SURGEONS 
(General Surgery) 

Vacant May 6, June 1. Recognized for F.R.C.S. 
Preference given tw pre-registration candidates. 
Applications, stating age. qualifications, etc., and 
two copies testimonials, to Hospital Secretary. 

(Pr.4570) 


JRN AND DISTRICT HOSPITAL 
ANAGEMENT COMMITTEE 


Royal Infirmary, Blackbure (262 general beds) 


HOUSE SURGEON 
required for May 1. 1957. Post recognized for 
and approved for pre-registration pur- 
Applications to Group Secretary, H.M.C. 
Ome. Royal Infirmary. Blackburn. Lancs 
(Pr.5082) 


CHESTER ROYAL 


Applications are invited for the past of 
HOUSE SURGEON (General 
Recognized for F.R.C.S. and pre-registration scr- 
vice Applications, giving full details, together 
with the sames and addrewes of two 
should be forwarded to the Hospital Secretary. 

(Pr.5382) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 
(845 beds) 


HOUSE OFFICER -GENERAL SURGERY 
required Pre-registration post Hospital recog- 
nized for F.R.C.S. Detailed applications, with copy 
testimonials, to Group Secretary, H.M.C.. Princes 
Road, Stoke-on-Trent (Pr.4773) 


BRITISH MEDICAL JOURNAL 


Western Regional Hospital Board. 64, West Regent 
(5377) © Sweet, Glasgow, C.2, by April 20, 1957, (5452) 


AprRIL 6, 1957 


DRYBURN HOSPITAL, Durham (303 beds) 


HOUSE SURGEON 
Approved pre-registration post and recognized 
under the F.R.C.S. regulations. Post vacant now 
Apply, with names and addresses of two referees, 
to Group Secretary, Drybura Hospital, Durham 
(Pr. 5160) 


NORTH STAFFS ROYAL INFIRMARY 
Stoke-on-Treat (455 beds) 


HOUSE OFFICER -GENERAL SURGERY 
required. Pre-regisuation post Hospital recog- 
nized for F.R.C.S. Detailed applications, with 
copy testimonials, to Group Secretary, HM.C.. 
Pr.aces Road, Stoke-on-Trent, (Pr 4776) 


EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hospital (261 beds) 
Princess Alice Hospital (120 beds) 


Applications are invited for four pre-registration 


posts 
HOUSE SURGEON 

for general surgery in these two busy, well- 

equipped hospitals, two vacant in April and two 

in May. Recognized by Royal College of Surgeons 

Staff of nine House Officers. Applications, stating 

age. nationality, qualifications and experience, with 

copies of two recent testimonials, to the Group 

Secretary, 29, Bedfordwell Road, Eastbourne 
(Pr.5239) 


ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Enfield, Middlesex 


RESIDENT HOUSE SURGEON 

Pre-registration post Vacamt April 26, 1957. 
Duties with General Surgital Unit, doing some 
Gen to-Urinary work. Post recognized by the Royal 
College of Surgeons. Six months’ appointment. 
App ications, with names and addresses of two 
referees, to the Group Secretary at Chase Farm 
Hospital (Pr. 5389) 


GENERAL HOSPITAL, Hereford (154 beds) 


HOUSE OFFICER (General Surgery) 
required, pre-registration post. Hospital recog- 
nized by R.CS. Duties include care of general 
surgical beds and in addition for three months of 
orthopaedic beds and for three months of E.N.T 
beds Applications, with copies of two testi- 
monials, to be sent to the Group Secretary. 
Victoria House, Eigen Street, Hereford. (Pr.5438) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate beds) 


Street, Gloucester (250 


HOUSE SURGEON 
required. Post vacant now. Excelicnt general sur- 
gical experience. Recognized for pre-registration 
services and FRCS. Applications, naming two 


referees. to Group Secretary. (Pr.5470) 
IPSWICH AND EAST SUFFOIUK HOSPITAL 
Aagiesea Read Wes (356 beds) 


Applications are invited 4 for the post of 
HOUSE SURGFON 
to the Senior Consultant General Surgeon, vacant 
om April 21, 1957. The post is recognized for 
pre-registration and for the F.R.C.S. examinations. 
Applications, with copies of recent testimonials. 
to Hospital Secretary. (Pr.4430) 


KIDDERMINSTER AND DISTRICT GENERAL 
HOSPITAL, Worcestershire (112 beds) 


Applications are invited for the pre-registration 
post of 


HOUSE SURGEON 
at the above hospital. Post vacant mid-April. 
Applications, with the sames of three referees, to 
the Hospital Secretary (Pr.5049) 


LISTER HOSPITAL, Hitchin, Herts 
RESIDENT HOUSE SURGEON 
required. Post vacant April 15, 1957. Recognized 
as pre-registration post and for F.R.CS.. Appli- 
cations to be’ sent to the Medical Administrator 

(Pr.5330) 


NEW CROSS HOSPITAL, Wolverhamptes 
(627 beds) 


PRE-REGISTRATION HOUSE OFFICER IN 


SURGERY 
Vacant April 16, 1957 Applications w the 
Secretary (Pr 5079) 
NOBLE’S ISLE OF MAN HOSPITAL (160 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
The post is recognized for pre-registration purposes, 
and is now vacant. Four residents on staff. Salary 
in accordance with National Whiticy Scales. Appii- 
cations, enclosing copies of two recent testimonials, 
to the Secretary, Nobie’s Hospital, Douglas, Isic 
of Man (Pr.5226) 


NORTHAMPTON GENERAL HOSPITAL 
(482 beds) 


Vacancy. April 1 for 

TWO HOUSE OFFICERS, General Surgery 
Recognized for F.R.C.S. and for pre-registration. 
Six months" appointment in first instance. Appli- 
cations, as soon as possibie, to S. G. Hill, Super- 
imtendent. (Pr.9303) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


Seuth Devon and East Corawall Hospital, 
Devonport 


HOUSE SURGEON 
Pre-registration post, vacant May 1, 1957 
Recognized for the F.R.CS.—F. Hall, Deputy 
Group Secretary, 7. Neison Gardens, Stoke, 
Piymouth (Pr.5408) 


PLYMOLTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


HOUSE SURGEONS 
Pre-registration posts, vacancies June 9. July | 
and July $, 1957. Recognized for the FRCS 
F. Hall, Deputy Group Secretary, 7, Nelson Gar- 
dens, Stoke. Plymouth (Pr 5409) 


ROYAL SUSSEX COUNTY HOSPITAL 
Brighton (312 beds) 


1 HOUSE SURGEON 
required mid-April, Recognized for pre-registra- 
tion and F.R.CS. Applications, stating usual 
particulars, and naming two referees, to the Ad- 
ministrative Officer. (Pr.4610) 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Salisbury General Hospital 


Applications are invited for the appointment of 
RESIDENT HOUSE SURGEON /OBSTETRIC 
AND GYNAECOLOGICAL HOUSE SURGEON 
(recognized by R.C.O.G.) to run consecutively ip 
this order from May 2. 1957. for a period of six 
months in cach post. The posts are open to pre- 
registration candidates. Apply, giving names and 
addresses of two referees, to Group Secretary, 
Odstock Hospital, Salisbury. (Pr.S081> 


TAUNTON AND SOMERSET HOSPITAL 


Applications are invited for 
HOUSE OFFICER (General Surgery) 
Post vacant now. Recognized for pre-registration 
candidates and F.R.C.S. Applications, stating age, 
nationality and qualifications, together with the 
names of two referees. should be forwarded to the 
Group Secretary, Taunton Hospital Management 
Committee, Musgrove Park Hospital, Taunton, 
Somerset. (Pr.5286) 


“WEST HERTS HOSPITAL 
Heme! Hempstead, Herts 


HOUSE SURGEON (pre-registration) 
required. Applications, giving full details and 
copies of recent testimonials, should be sent to 
the Hospital Secretary at once (Pr.9955) 


THORACIC SURGERY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Bournemouth and East Dorset Hospital Manage- 
ment Commitice 


Applications are invited for the appointment of 
REGISTRAR IN THORACIC SURGERY 
for duties at the Thoracic Surgical Unit at the 
Royal Victoria Hospital, Bournemouth (494 beds). 
The post becomes vacant on July 1, 1957. The 
Unit provides full facilities for the surgical treat- 
ment of tuberculous and son-tuberculous cases. Io 
addition, the holder of this post normally takes a 
share in certain general surgical work at the hos- 
pital, which takes cases from Bournemouth and 
parts of Hampshire and Dorset. Forms of appili- 
cation, obtainable from the Group Secretary, 
H.M.C. Office. Royal Victoria Hospital, Giou- 
cester Road, Boscombe, Bournemouth. should be 
rewrned to him, duly completed. within fourteen 
days of the appearance of this advertisement =n 

«s 


WEST CORNWALL HOSPITAL MANAGEMENT 
COMMITTEE 


Chest Hospital, Camborse. 
(150 beds, 30 being surgical) 


—— are invited for the office of 

JUNIOR HOSPITAL MEDICAL OFFICER 
for modern Thoracic Surgical Unit. The appoint- 
ment offers good practical experience in a wide 
range of thoracic surgery and all aspects of pul- 
monary tuberculosis. Application. stating age, 
qualifications and previous appointments, together 
with copies of two recent testimonials, should 
reach the undersigned as soon as possibic.— David 
H. Preston, Group Secretary, 4, St. Clement Vean. 
Truro. (5026) 
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St. Mary’s Cottage, High Wycombe. Co 


APRIL 6, 1957 


Thoracic Surgery—(contd.) 
MIDDLETON HOSPITAL, Ukiey (430 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 
required for Major Thoracic Surgical Unit at the 
above hospital. Applications, stating age, nation- 
ality, qualifications and experience, to Hospital 
Secretary (4869) 


NUTIINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
at the Department of Thoracic Surgery 
Post vacant immediately. Salary £745 per annum, 
less £150 for residential emoluments, The appoint- 
ment will be for one year Applications, stating 
age nationality qualifications and experience, 
toge*her with copies of not more than three testi- 
monials, to be submitted immediately to the Hos- 
pital Secretary. City Hospital, Hucknali Road. 
Nottingham. (5200) 


UROLOGY 
ST. PETER’S, ST. ST. PHILIP'S 


RESIDENT SL RGICAL OFFICER 
(Senior Registrar grade) 

required for St. Paul's Hospital on June 1, 1957. 
Appi.cations invited from male candidates on the 
British Register who have completed their training 
in general surgery. Appointmeat for six months, 
with opportunity for a further six months if 
recommended. Candidate should be prepared to 
spend one year at the hospital if required. Appli- 
cations (12 copies), and the names of three referces, 
should reach the House Governor, St. Peter's Hos- 
pital, Henrietta Street, W.C.2, by May 4, 1957. 

(5365) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 29 


PUBLIC HEALTH 
BOROUGH OF EDMONTON 


MEDICAL OFFICER OF HEALTH 

Applications are invited for the above-mentioned 
post from registered medical practitioners with a 
diploma in Public Health or other similar qualifi- 
cation, and experience of administration of local 
authority health services. The person appointed 
will be required to devote mot less than 60 pet 
cent of the time to the duties of Medical Officer 
of Health for the Borough of Edmonton. The 
remainder of the time will be part-time service 
to the Middlesex County Council in the capacity 
of Assistant Medical Officer, initially in the 
Boroughs of Edmonton and Enficid. The person 
appointed will not be allowed to engage in private 
practice as a medica! practitioner. The combined 
salary will be in accordance with the recommenda- 
tions of the Whiticy Council Committee C, on 
the scale commencing at £1,860 by £58 (3) by 
£60 10s. by £57 10s. by £27 10s (3) to £2,234 10s., 
including the prescribed weighting for mixed 
appointments. The commencing salary will be 
determined in the light of the experience of the 
person appointed. The appointment will be sub- 
ject to the conditions of service laid down by the 
Whitley Council Committee C, to the Local 
Government Superannuation Acts, and to the 
passing of a medical examination, and will be 
determinable by three months’ notice on cither 
side. A car allowance will be paid in respect of 
the duties of Medical Officer of Health. Canvass- 
ing will disqualify Applications, stating age. 
qualifications and experience, with the names of 
three referees. must be delivered to the under- 
signed by Apri! 23. 1957.—H. Backhouse, Town 


Cierk, Town Hall, Edmon‘on, N.9 (S399) 
CITY OF NOTTINGHAM 
Health Services 


SENIOR ASSISTANT MEDICAL OFFICER 

Applications are invited for this appointment 
from male registered medical practitioners holding 
the Diploma of Public Health Salary will be 
within the scale £1,150 to £1.575 per annum ; com- 
mencing salary will be fixed in accordance with 
experience The successful candidate will be given 
opportunities for administrative and practical 
experience in all services of the Health Department 
The appoin*ment is superannuable and sub'ect to 
the usual conditions. Forms of annlication may be 
obtained from the Medical Officer of Health, 
Hun‘inedon Street. Nottingham. to whom they must 
be returned, together with the names of two 
referees. by not later than April 19 1957.—T J. 
Owen, Town Clerk, Guildhall. Nottingham. (5013) 


Group, Langinornc 
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COUNTY COUNCIL OF THE WEST RIDING 
OF YORKSHIRE 


JOUNT APPOINTMENT OF SENIOR ASSISTANT 
COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER to the Tedmorden Corpora- 
tion, the Hebden Royd, Ripponden and Sowerby 
Bridge Urban District Councils, the Hepton Rural 
District Council and West Riding County Council 


Applications are invited from registered medical 
practitioners, men or women, for the above post. 
The Senior Assistant County Medical Officer and 
School Medical Officer will be on the staff of the 
County Medical Officer's Department but will work 
under the administrative direction of the Divisional 
Medical Officer and the Medical Officer of Health, 
who is responsible for the day to day administra- 
tion of practically all public health matters in the 
Division. The duties of the office will be mainly 
clinical im the School Health and Infant Welfare 
Services, but in addition to these duties the person 
appointed will be required to act for the Divisional 
Medical Officer and Medica! Officer of Health in 
his absence. and will be appointed as Deputy 
Medical Officer’ of Health to the constituent 
Authorities. Candidates must be in possession of 
the D.P.H. of be nearing comp‘etion of traiming 
for the D.PH. The scale of salary is at present 
£1,180 to £1,575 per annum. Travelling and sub- 
sistence allowances according to the County Coun- 
cil’s scale are payable in addition to salary. The 
Post is supcrannuable and the successful applicant 
will be required to pass a medical examination as 
to physical fitness. Forms of application can be 
obtained from the undersigned, to whom they 
should be returned not later than April 20, 1957 
—IJ. Wood-Wilson. County Medical Officer, 
County Hall, Wakefield. (5498) 


COUNTY OF LINCOLN—PARTS OF LINDSEY 


ASSISTANT COUNTY MEDICAL OFFICER 
AND MEDICAL OFFICER OF HEALTH 
the Skegness and Alford Urban and 

Reral Districts 


Applications are invited from registered medical 
Practitioners with experience in public health work 
and holding a Diploma in Public Health, Sanitary 
Science or State Medicine for the above whole- 
time mixed appointment. The salary, which is in 
accordance with recommendations of the Medical 
Whitley Council Committee C as adopted by the 
County Council, will commence at £1,683 I4s. 11d. 
per annum and will rise by 3 annual increments 
of £58 15s., 1 of £61 17s, 6d., 4 of £34 7s. 6d., to 
a maximum of £2,059 7s. Sd.. and the officer ap- 
pointed will be placed on the appropriate step of 
the scale having regard to his experience. The 
appoin'ment will be subject to the Local Govern- 
ment Superannuation Acts, 1937 and 1953. Forms 
of apptication and further particulars obtainable 
from the Clerk of the County Council, County 
Offices, Lincoln. to whom completed applications 
must be returned not later than April 27, 1957.— 
H. Copland, Clerk of the Lindsey County Council, 
Lincoln. (5477) 


DERBYSHIRE COUNTY COUNCIL 
County Health Department 


ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICER AND 
SCHOOL MEDICAL OFFICER 


Applications are invited from registered medical 
practitioners for a whole-time supcrannuabie post 
in the South-East of Derbyshire. Salary £1 050 
by £50 to £1,200 by £55 to £1.475 per annum. 
Car allowance. Particulara and forms of applica- 
tion are obtainable from Dr B.S. Morgan, 
County Medical Officer, St. Mary's Gate, Derby, 
to whom they should be returned by April 15, 1957 

(5266) 


DERBYSHIRE COUNTY COUNCIL 
Health Department 


SENIOR MEDICAL OFFICER FOR MATERNITY 
AND CHILD WELFARE (Female) 


Applications are invited from female registered 
medical practitioners for this whole-time super- 
annuable post. Crndidates should be experienced 
in ante-natal work. midwifery, and children’s 
diseases. Salary £1,520 by £50 to £1,570 by £55's 
to £1.955 per annum. Car allowance. Particulars 
and apolication forms obtainible from Dr. J Ss. 
Morgas, County Medical Officer. St. Mary's Gate. 
Derby to whom they should be returned by April 
20, 1957. (5398) 


DEVON COUNTY COUNCIL 


COUNTY MEDICAL OFFICER / 
OOL MEDICAL OFFICER 


required in the Newton Abbot/Teignmouth area. 
Whitley sa'ary scale and conditions. App'ication 
form and details ob’ainable from County Medical 
Officer. 45. St. David's Hill, Exeter, returnable by 
April 20, 1957. (5356) 
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ADMINISTRATIVE COUNTY OF LONDON 
METROPOLITAN BOROUGH OF BATTERSEA 


COMBINED APPOINTMENTS OF DEPUTY 

DIVISIONAL MEDICAL OFFICER AND 

DEPUTY MEDICAL OFFICER OF HEALTH 

OF BATTERSEA 

The London County Council and the Mectropoli- 
tan Borough Council of Battersea invite applica- 
tions from registered medi-a) practitioners holding 
a Diploma in Public Health for the combined 
appointment of Deputy Divisional Medical Officer 
of the County Council’s Health Division 9, com- 
prising the Metropolitan Boroughs of Battersea and 
Wandsworth, and Deputy Borough Medical Officer 
of Health for Battersea. Remuncration will be in 
accordance with the formula for mixed appoint- 
ments approved by Committee “C™ of the 
Medica! Whitiey Council and lying within the range 
£1,875 and £2,217. Commencing salary within this 
range will depend on the points on the constituent 
scales at which the two authorities respectively 
place the successful candidate. These two scales 
are: Deputy Divisional Medical Officer, £1,675 by 
£55 w £2,005, and Deputy Borough Medical Officer 
of Health, £1,597 by £55 to £1.817 by £50 to £1,867. 
Full particulars of the combined appointments and 
application forms may be obtained from the Clerk 
of the London County Council (W.1), the County 
Hall, Westminster Bridge, London, S.E.1. Com- 
pleted forms should be returned bd not later than 
first post on May 4, 1957. (463) (5495) 


GOVERNMENTAL 
TREASURY MEDICAL SERVICE 


Applications are invited from medical prac- 
titioners, practising in the districts detailed below, 
for appoin:ment, in a part-time and mainiy advisory 
capacity, as 

LOCAL TREASURY MEDICAL OFFICER 
for each of the places or groups of places shown. 
The town shown in brackets after the place-name 
indicates the Head Post Office Arca in which the 
place, or group of places, is situated. Successful 
applicants will be required to exam’ne and report 
on the condition of certain Government Officers, 
teachers, candidates for appointment, etc., 
may be referred to them from time to time; and 
to attend when summoned to an emergency case 
of accident or sudden illness occurring in a Gov- 
ernment office in the neighbourhood Fees for 
this work, and mileage allowance where necessary, 
will be paid on a scale agreed with the British 
Medical Association. Intending applicants should 
write, within 14 days, to Treasury Medical Adviser, 
Treasury Chambers, Whitehall, S.W.1, for a form 
on which application may be made. Applicants 
should be not more than 60 years of age. The 
places for which applications are invited afe as 


follows : 

England and Wales 
St. Faiths (Norwich). 
Leytonstone (London, E.11) 
Windsor (Windsor). 
Brooke (Norwich). 
Burgh-ie-Marsh (Skegness). 
Devizes (Devizes). 


otland 
Kilereggan, Rosneath and Cove (Helensburgh). 
Gairloch (Dingwall!) 
Edinburgh, 7 (Edinburgh). 
Kineussie (Orantown-on-Spey). 


INDUSTRIAL APPOINTMENTS 


Attention is drawn to the B.M.A. scale of re 
muneration for Industrial Medical Officers, which 
is available on request from the Secretary. 


NAVY, ARMY, AND AIR FORCE INSTITUTES 


Applications are invited from gencral prac- 
titioners in the under-noted towns for the appoint- 
ment in a part-time capacity as 

MEDICAL OFFICERS 
to this Corporation. Successful applicants would 
be required to examine and report on the condition 
of employees of the Corporation who may be re- 
ferred to them from time to time. Fees for the 
work will be paid on a scale agreed with the 
British Medical Association Applications, giving 
full details of qualifications and experience, should 
be sent to Principal Medical Officer, Navy, Army, 
and Air Force Institutes. Kennington Lane, Lon 
don, S.E.11, not later than April 13, 1957. Appil- 
cants should not be more than sixty years of age. 
The towns for which applications are invited are: 


FACTORY DOCTORS 
FACTORIES ACTS. 1937 and 1948 
The following appoin’ment as Appointed Factory 
Doctor is vacant: K'rkcowan, in the County of 
Wigtown. Applications, which should be received 
not later than April 20. 1957. should be sent to 
Chief Inspector of Factories, 19, St. James's 
Square, London, (5392) 
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Road, Stoke-on-Trent. 
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Industrial A ppointments—contd. 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 


The following appointment as Appointed Factory 
Doctor is vacant: Havant, in the County of South- 
ampton Applications, which should be received 
mot later than April 24, 1957, should be «cnt to 
the Chief Inspector of Factories, 19, St. James's 
Square, Londun, (5402) 


SERVICES 


THE MEDICAL SERVICE OF THE 
ROYAL NAVY 


VACANCIES FOR MEDICAL OFFICERS 
Candidates are invited for Short Service Com- 
missions of three years, on termination of which a 
of £600 (tax free) is payable Ample 
pportunity is granted for transfer to Permanent 
Commissions on completion of one year's total 
service. Officers so transferred are paid instead a 
grant of £1,500 (taxable). All entrants are required 
to be British subjects, whose parents are British 
subjects, medically qualified. physically fit, and to 
pew an interview Full particulars from: The 
Admiralty Medical Department. Queen Anne's 
Mansions, St. James's Park, London. S.W.1 


REPUBLIC OF IRELAND 
CAVAN COUNTY COUNCIL 


SURGICAL RFGISTRAR REQUIRED, CAVAN 
SURGICAL HOSPITAL. IRELAND 
Applkation forms and particulars from the 
undersigned. Remuncration: First year £862 10s. ; 
second year, £969 ; third year £1,075. plus £106 10s 
per annum for certain higher qualifications in 
surecry Deduction of £150 per annum for board 
and residence —M. Smith, County Secretary, 
Courthouse, Cavan, Irciand ($493) 


CLARE COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED 

Applications are invited for the post of Surgical 
Registrar at the County Hospital. Ennis. Remun- 
eration: First year £862 10s.; second year, £969; 
third year, £1.075, plus in cach year an additional 
sum of £106 10s. a year if the ho'der of the post 
possesses a hieher qualification in surgery if 
board and residence are supplied a charge at the 
fate of £150 a year will be made Latest date 
for receipt of apolications is April 12. 1957 
Application forms may be obtained from the Sec- 
retary, County Home, Ennis «SS11) 


LOCAL APPOINTMENTS COMMISSION, Dublin 


POSTTION VACANT 
CORK CITY MEDICAL OFFICER 
Salary scale £1.794 to £1,954. The appointee 
may undertake a university teaching appointment 
if so requested. Application forms and particulars 
from the Secretary. 45, Upper O'Connell Street. 
Dublin Latest time for receiving completed 
application forms: 5 p.m. April 26. 1957 (5497) 


MEDICAL RESEARCH COUNCIL OF IRELAND 


Applications are invited for annointment as 
PATHOLOGIST 
under the Medical Research Council of Ireland 
for the purpose of carrying out work in connec- 
tion with a study of perinatal mortality being 
undertaken in association with the World Health 
Organization. The post will be full time and the 
appointment will be for a period of not lew than 
two years. The salary will be in the range of 
£1,500 to £2.000 per annum and wil! depend on 
experience. esnecialiy in the field of perinata! 
pathology Applications. stating qualifications and 
experience. and giving the names of two referees 
should be submitted not tater than April 30. 1957 
to the Hon. Secretary. Medical Research Counc! 
of Ireland. $0. Merrion Square. Dublin, from whom 
further particulars may be obtained (5261) 


ST. VINCENT’S HOSPITAL, Dublin 


HONORARY ASSISTANT SURGEON 
Applications for the above prsition should be 
made on or before May 11, 1957. For further 
information please apply to the Hon. Secretary. 
Medical Board (5400) 


OVERSEA (Vacant) 


BOX 3%. THANKS FOR APPLICATIONS. 
Vacancy now filled 


(@r.4773) | intendent. 
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OPHTHALMIC PARINERSHIP AUSTRALIAN 
coastal town offered Excellent terms Could 
nominate migrant. —Box 826, B.MJ 


 (Pr.9303) | Truro, 


SOUTH AFPRICA--EASTERN CAPE. LUNG 
established increasing practice, also housc. avaslabic 
im dcliehtful English city, fairly near sca.—Box 
744 


PERTH RADIOLOGICAL CLINIC, WESTERN 
AUSTRALIA. Opportunity for Diagnostic Radiolo 
gist for partnership in private practice Assistant- 
ship at salary of £A.2.750 to £A.3.250 per annum 
according to experience and qualifications Dura- 
tios of appointment to be mutualiy arranged but a 
decision as to offer of partnership will be made 
within one year of appointment Further details 
as to mode of practice, local accommodation, 
taxation, cost of living, etc., availabic on request 
from the Chairman, 252, St. George's Terrace, 
Perth 


INTERNSHIPS AVAILABLE, REMUNERATION 
$125 MONTHLY. Excelient opportunity for doc- 
tors interested in entering rural general practice 
Apply to Medical Superintendent. St. Joseph's 
Hospital. Victoria, B.C.. Canada (5263) 


WANTED. FULLY-TRAINED ORTHOPAEDIC 

SURGEON with higher surgical qualifications to 

join a Clinic group in a prairie medical centre in 

Canada Picase submit applications, and ful! 

details of training and experience, with the names 

of three referees as soon as possibic, to Box 718 
Mj 


AUSTRALIA 
INDUSTRIAL MEDICAL OFFICER 
required as second doctor by large mining, 
milling and smelting company in Mount Isa, 
Queensland Wide expericnce neces- 
sary. age about 35 years Salary tA.2.000 to 
to £A.2.500 per annum. plus bonus of approxi- 
mately £A.500 per annum. Superannuation scheme 
Apply in first instance to Mount Isa Mines Limi'ed, 
Adclaide House, King William Street, London 
Ec 4 (S510) 


MEDICAL OFFICER FOR LARGE SUGAR 
COMPANY IN TRINIDAD. Whole-time appoint- 
ment Work comprises general, industrial and 
tropical medicine conducted from three modern 
well-equipped clinics Applicants should be aged 
30-35, preferably married, with sound knowledge 
of general practice and additional casualty and 
surgical expericnce Commencing salary £1,800 
Furnished bungalow Initial contract three years 
Good pension scheme First-class passage paid 
Further details may be had on application to Box 
827. B.M.J. Closing date for applications May 31, 
1957. 


SURGEON (F.R.C.S.) REQUIRED IMMEDI- 
ATELY for relieving dutics for a period of four 
to six months with a British Oi| Company in South 
America Work would be mainly surgical in the 
company’s hospital but would include some genera! 
medical duties Salary from £150 per month 
according to experience, with free board and 
lodging and passage both ways Reply, giving 
details of experience, to Box 728. B.MJ 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwilliam Square, 
Dublin 


APPLICATIONS ARE BEING CONSIDERED 
FOR ROTATING INTERNSHIP North-Western 
Genera! Hospital, Toronto, 9, Ont. Accredited 
hospital, 110 beds, requires internes. Pay $150 
per month, plus room and board. Ideal prepara- 
tion for general practice in Toronto area (5262) 


AUSTRALIA—UNIVERSITY OF QUEENSLAND 


MEDICAL RESEARCH FELLOW 

Applications are invited from graduates in 
medicine for a Research Fellowship to undertake 
research into actiological aspects of skin cancer 
Salary range £A.1,700 to £A.2,300 per annum, with 
commencing salary according to experience and 
qualifications Appointment is initially for one 
year, renewable annually subject to satisfactory 
work, and to be reviewed at the end of three 
years. Applications close on May 15, 1957, with 
the Registrar, University of Queensland. Brisbanc. 
Queensland, Australia. Further particulars may be 
obtained from the Secretary, Association of Univer- 
sities of the British Commonweaith, 36. Gordon 
Square. London. WC 1 (5099) 


“BINGHAMTON CITY HOSPITAL, New York 


ONE-YEAR ROTATING INTERNSHIP 
available, Sv0-bed hospital, teaching programme, 
full maintenance and $125 mon‘hly Excellent 
library, pathologic and radiologic departments. 
Opportunity to become resident in Medicine or 
Surgery. Apply to Medical Director (5469) 


ASSISTANT RFOQUIRFD FOR RURAL PRAC- 
TICE in Saskatchewan in September Modern 20- 
bed hoxpital with all facilities. To assist surgically 
trained Welsh doctor. Preferably interested in 
anacathctics and medicine. Salary $500 per month 
4bdedroomed furnished house with mod cons. rent 
free Partnership at cariiest opportunity if com 
patibie.—Box 740, BMJ 


FULLY APPROVED RESIDENCIES IN MEDI. 
CINE in 340-bed general hospital beginning July 1, 
1957. Affiliated medical school and large diagnos- 
tie clinic, excellent clinical training in all denart- 
ments. Salary $2.400 to $3,600. with transportation 
provisions in apecial cases. Write Administrator. 
Robert Packer Hospital, Sayre, Pennsylvania 
(4667) 


Aprit 6, 1957 


ROTATING INTERNS WANTED (TWO) JULY 
f. 1957. Salary $150 month, full maintenance. 
300-bed, 75 bassinctte hospital 35 min. to New 
York. Organized teaching programme in all ser- 
vices. Repiics to Administrator, Holy Name Hos- 
pital, Teaneck, New Jersey (SS12> 


ROYAL PERTH HOSPITAL, Western Australia 


SENIOR STAFF RADIOTHERAPIST 

Applications are invited from holders of the 
Dipioma of Radiotherapy for the above full-time 
post. Salary £A.3,120 per annum. The Senor Sift 
Radiotherapist will work under the overall direc- 
tion of a Senior member of the Honorary Medical 
Staff, and will be responsible for dutics of full- 
time staff; internal management of the Depart- 
ment; training of Technicians: arrangement of 
demonstrations and provision of radiotherapy 
teaching material. The Royal Perth Hospital is the 
main teaching hospital associated with the Univer 
sity of Western Australia It has more than 600 
beds and is extending The selected applicant wil! 
be required to furnish a satisfactory medical certi- 
ficate and x-ray In addition to all relevant per- 
sonal! details. applications must include particulars 
of qualifications, experience and the names of two 
referees, and should reach the undersigned on oF 
before May 31, 1957.—Joseph Griffith, Administrator 
(4891 


UNIVERSITY COLLEGE HOSPITAL 
Ibadan, Nigeria 
Medical Staffing—-Dept. of Geaeral Practice 


The Board of Management invite applications 
from registered medical practitioners with the 
requisite experience for three ncw posts in the 
acwly compicted teaching hospital 
1, SENIOR HOSPITAL MEDICAL OFFICER 
to work in the Dept. of General Practice and in 
the Staff Medical Service and to assist in their 
direcuon and organization. A higher degrce would 
be an advantage but is not essential. Candidates 
must have had wide clinical experience, especially 
in general practice, but including also tropical medi- 
cine and administration. 


2. JUNIOR HOSPITAL MEDICAL OFFICERS 
or SENIOR HOUSE OFFICERS 

to work in the Dept, of Genera! Practice and in 
the Staff Medical Service. Previous experience of 
general practice or general ocut-paticnt work in 
the tropics is desirable. The appointments offer 
an opportunity for obtaining wide clinical experi- 
ence as a basis for general practice or before 
Starting specialist training 

General practice in Nigeria is carried on almost 
entirely as a hospital out-patient ciinic. The new 
department gives an opportunity not only for 
clinical work of great varicty, but also for training 
House Officers and students in general practice 
work, It is fully equipped, has nursing and 
clerical assistance, its own side-room and direct 
access to all laboratory and X-ray facilities The 
salaries offered for the posts are: S.H.M.O. £1,428 
P.a. rising by 5S annual increments to a maximum 
of £1,788 p.a. J.H.M.O. £1.116 p.a. rising by 6 
annual increments to a maximum of £1.428 p.a. 
£1,116 pa In addition an expatriate 
doctor appointed would receive an inducement 
allowance of £270 p.a. on a salary up to £1.284 
p.a. or £300 p.a.. when the salary exceeds £1,284 
p.a. The appointment will be initially for two 
tours of from 12-18 months, and will be renew- 
able, by mutual agreement, for a further tour. 
except in the case of an S.H.O.. when the appoint- 
ment will be for one tour of 12 months with the 
possibility of transfer to the J.H.M.O.’s scale 
thereafter. On satisfactory completion of service 
a gratuity of £37 10s. will be paid for cach com- 
pleted term of three months’ service. An outfit 
allowance of £60 is payable on first appointment 
Partly furnished quarters are provided at a rental 
of 8.1/3% of sa'ary, excluding inducement allow- 
ance. An expatriate doctor appointed will be 
eligible for 7 days’ leave on full pay for each 
completed month of service in Nigeria. A 
Nigerian doctor will qualify for 5 days’ Icave for 
each completed month of service. Free first class 
Passages are provided for an expatriate doctor and 
wife on first appointment, on vacation leave and 
on cempletion of their agreement. Free first-class 
Massages to Nieeria will. in certain circumstances. 
be provided for a Nigerian doctor Successful 
candidates will be eligible for children's allow- 
ances in accordance with the current regulations 
When necessary. a loan may be eranted to assist 
in the purchase of a car. Arraneements can be 
made to enable successful candidates to continue 
‘heir National Health Service Superannuation 
Scheme contributions, and details of the revised 
salary and eratuity in «euch cases will 
accomnany anntication forma. Anntications shou'd 
be submitted not later than Anril 20. 19*7_ on the 
anoronriate forms. which will be forwarded to- 
ve*her with additiona' information on receint of an 
addreseed fon'scan enve'one bw the Adviser on 
Sef Receuitmen’. London Office. University Col- 
leee Hosnital. Theton. $7, Catherine Place, Pa's-e 
Street, London, S.W.1. (5471) 
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Oversea_(Vacant)—contd. Third Collection now ready 
HER MAJESTY’S OVERSEAS CIVIL SERVICE 


required in Barbados, responsible under Director C 


of Medical Services for all sanitation and hygiene 
in the island, including training and supervision of 
Sanitary Inspectors and Health Visitors ; organiza- FOR 
tion, conduct and operation of health campa gens, 
including programmes under International Health 


Agencies; supervision of Health Centres; exam- 
ination of candidates for entrance to Public Ser- 
vice and for W dows’ and Orphans’ Pension 
Scheme and examination of emigrants Must 


possess qualifications resistrable in United Kingdom 
also D.T.M. and H. of D.P.H. of equivalent 


Appointment on permancnot basis with pension CONTENTS 
(non-contributory) 1/600th of final pensionabie 
emoluments for cach completed month of pen- PSYCHIATRIC TREATMENT AND THE LAW HAEMOPHILIA 
sionable service ; of on agreement for three years 
in first instance (in which case passage arrange- TREATMENT OF GONORRHOEA MEAD INJURIES 
ments are somewhat different). If appointed on MEDICO-LEGAL ASPECTS OF ABORTION PREVENTION AND TREATMENT OF TETANUS 
agreement cmployer’s share of approved Super- 
annuation contributions paid by Government HEART BLOCK ANTENATAL CARE 
pon permanent officers can be members of Her TREATMENT OF BURNS CHEST PAIN AND PLEURAL EFFUSION 
ajesty’s Overseas Civil Service. Salary £1,700 a 
year Income tax at local rates Passages for GALL-BLADDER DISEASE MISCARRIAGE 
officer and family on appointment up to a maxi- RHEUMATOID ARTHRITIS TACHYCARDIA 
mum of £400. Leave passages for officer and wife 
Climate healthy, social and recreational facili‘ies FRACTURES IN THE AGED MEDICAL ASPECTS OF AIR TRAVEL 
Gomes, Educational facilities available Applica- SERUM REATTIONS CONVULSIONS IN CHILDHOOD 
tion forms from Director of Recruitment, Colonial ‘ 
Office. London, S.W.1 (quoting BCD 117 /28/014), EXPOSURE TO HEAT AND SUNLIGHT RECURRENT BOILS 
(5391) QUARANTINE AND ISOLATION PROLAPSE 
F LATE AND LATENT SYPHILIS 
ST. PAUL’S HOSPITAL, Vancouver, British LACERATIONS OF THE MAND 
Columbia, Canada RHEUMATIC FEVER INJURIES TO THE BACK 
= PEPTIC ULCER ANTICOAGULANT THERAPY 
Applications are invited for one year RESUSCITATION AFTER DROWNING HYSTERIA 
JUNIOR ROTATING INTERNSHIPS ANAESTHETIC EXPLOSIONS CARCINOMA OF THE BREAST 
at approved large gencral hospital. Remuncration 
$150 per month Assistance with fare will be SURGICAL RELIEF OF PAIN APOPLEXY 
considered. details on request Apply Sister GLANDULAR FEVER TREATMENT OF ACCIDENTAL POISONING 
Superior, St. Paul's Hospital, 1081, Burrard Street. 
Vancouver. Bri-ish Columbia, Canada. Canadian. IRREGULAR VAGINAL BLEEDING DEATH CERTIFICATION 
American or British graduates only are acceptable NEPHRITIS INTERMITTENT CLAUDICATION 
(5430) 
DISSEMINATED SCLEROSIS MY XOEDEMA 
WANGANUI HOSPITAL BOARD INTERPRETATION OF WOUNDS BREAST-FEEDING DIFFICULTIES 
eae F PYELITIS IN CHILOREN 
VISITING OBSTETRICIAN GROUP CP FEVERS LEUCORRHOEA 
Applications are invited from registered medical VERTIGO 
practitioners for the position of Visiting Obstet- INTESTINAL WORMS SCROTAL SWELLINGS 
riclan to the Wanganui General Hospital, OOD 
Wanganui, New Zealand. The salary payable by DIAGNOSIS OF SMALLPOX INDIGESTION IN CHILOH 
the Hospital Board is governed by Hospital ABDOMINAL HERNIA IN CHILDHOOD CORTISONE AND CORTICOTROPHIN 
Employment Regulations and the present holder 
of the position receives £349 per annum. Further SCABIES AND LICE SPECTACLES 
particulars may be obtained from the Advertise- ACUTE OSTEOMYELITIS AND SEPTIC ARTHRITIS SUBACUTE BACTERIAL ENDOCARDITIS 
ment Director of the British Medical Journal, MENTAL DEFICIENCY THE ANXIETY-STATE 


and applications, stating age, qualifications and 
previous experience, close with the undersigned on 


June 30, 1957.—K. Harris, Secretary. (5494) 

THIS VOLUME ALSO CONTAINS A CLASSIFIED CUMULATIVE 
OVERSEA (Wanted) CONTENTS LIST OF ALL THREE VOLUMES OF 
WANTED. OPPORTUNITY IN PRACTICE OR REFRESHER COURSE FOR GENERAL PRACTITIONERS 


private firm Rhodesias, Kenya, or South Africa. 
British, 38, married, ten years’ experience. 


Box 828, B.M.J. Demy 8vo. 548 pp., fully indexed. Price 25s. net. 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. Available from booksellers, or by post from : 
GUY'S HOSPITAL, S.E.1 Publishing Manager, 
Applications are invited for the post of British Medical Association, 
ASSISTANT 5 Tavistock Square, London, W.C.1. 
to the Director of the Department of Child Health 6.M4.A. House, sq 
with duties commencing on July 1, 1957. The 
appointment will be for ome year in the first 
"Salary scale 1.500 by £100 to £1,800, Please supply : 
with superannuation and family allowance. Forms 
of application are obtainable from, and should be ... REFRESHER COURSE FOR GENERAL PRACTITIONERS 
lodged with, the Hospital 
hool, Lond i .E.1, tat 
April 18, 1987. Third Collection. Price 25s. By post: inland 26s. 6d., overseas 26s. 
THE UNIVERSITY OF LEEDS— A remittance is enclosed for £ $ H 
UNITED LEEDS HOSPITALS 


Applications are invited for appointment as 


REGISTRAR AND TUTOR IN NAME .. 
ORTHOPAEDICS (BLOCK LETTERS. PLEASE) 


for a period of one year from August, 1957. The 
salary will be between £1,100 and £1.400 a year. ADDRESS ......... 
Aoplications (three copics), stating date of birth. 
qualifications, details of present and previous 
appointments (with dates), and experience of teach- 
ing, together wtih the names of three referces, 
should reach the Registrar, The University, Leeds. 
2 (from whom further particulars may be obtained) 
got later than April 30, 1957. ($390) 


|. 
PRACTITIONERS 
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Industrial Appointments—contd. 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 


The following appointment as Appointed Factory 
Doctor is vacant: Havant, in the County of South- 
ampton. Applications, which should be received 
mot later than April 24, 1957, should be sent to 
the Chief Inspector of Factories, 19, St. James's 
Square, London, W.1 (5402) 


SERVICES 


THE MEDICAL SERVICE OF THE 
ROYAL NAVY 


VACANCIES FOR MEDICAL OFFICERS 
Candidates are invited for Short Service Com- 
missions of three years, on termination of which a 
vratuity of £600 (tax free) is payable Ample 
pportunity is granted for transfer to Permanent 
Commissions on completion of one year's total 
service. Officers so transferred are paid instead a 
grant of £1,500 (taxable). All entrants are required 
to be British subjects, whose parents are British 
subjects, medically qualified, physically fit, and to 
paws an interview Full particulars from: The 
Admiralty Medical Department, Queen Anne's 
Mansions, St. James's Park, London, S.W.1 


REPUBLIC OF IRELAND 
CAVAN COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED, CAVAN 
SURGICAL HOSPITAL. IRELAND 
Application forms and particulars from the 
undersigned. Remuneration : First year £862 10s 
second year, £969 ; third year £1,075, plus £106 10s 
per annum for certain higher qualifications in 
surgery Deduction of £150 per annum for board 
and residence —M. J. Smith. County Secretary, 
Courthouse, Cavan. Irciand ($493) 


CLARE COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED 

Applications are invited for the post of Surgical 
Registrar at the County Hospital, Ennis. Remun- 
eration: First year £862 10s8.; second year, £969; 
third year, £1.075, plus in cach year an additional 
sum of £106 10s. a year if the ho'der of the post 
possesses a hieher qualification in surgery if 
board and residence are supplied a charge at the 
rate of £150 a year will be made. Latest date 


for receipt of applications is April 12, 1957 

Application forms may be obtained from the Sec- 

retary, County Home, Ennis 

LOCAL APPOINTMENTS COMMISSION, Dubiia 
POSTTION VACANT 


CORK CITY MEDICAL OFFICER 
Salary scale £1,794 to £1,984. The appointee 
may undertake a university teaching appointment 
if so requested. Application forms and particulars 
from the Secretary. 45, Upper O'Connell Street, 
Dublin Latest time for receiving completed 
application forms: 5 p.m. April 26. 1957 (5497) 


MEDICAL RESEARCH COUNCIL OF IRELAND 
Applications are invited for annointment as 
PATHOLOGIST 
under the Medical Research Council of Ireland 
for the purpose of carrying ou: work in connec- 
tion with a study of perinatal mortality being 
undertaken in association with the World Health 
Organization. The post will be full time and the 
spoointment will be for a period of not lex than 
two years. The salary will be im the range of 
£1.500 to £2.000 per annum and will depend on 
experience, especially in the field of perinata! 
pathology Apolications, stating qualifications and 
experience. and giving the names of two referees 
should be submitted aot tater than April 30. 1957 
to the Hon. Secretary. Medical Research Counci! 
of Ireland. £0. Merrion Square. Dublin, from whom 
further particulars may be obtained ($261) 


ST. VINCENT’S HOSPITAL, Dubiia 


HONORARY ASSISTANT SURGEON 
Applications for the above prsition should be 
made on or before May 11, 1957. For further 
information please apply to the Hon. Secretary, 
Medical Board (5400) 


OVERSEA (Vacant) 


BOX 33. THANKS FOR APPLICATIONS. 
Vacancy sow filled 
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OPHTHALMIC PARTNERSHIP AUSTRALIAN 
coastal town offered Excellent terms. Could 
nominate migrant.—Box 826, B.M.J. 


SOUTH AFRICA--EASTERN CAPE. LONG 
established increasing practice, also house, availabic 
in delightful English city, fairly near sca.—Box 
744, 


PERTH RADIOLOGICAL CLINIC, WESTERN 
AUSTRALIA, Opportunity for Diagnostic Radiolo- 
gist for partnership in private practice Assistant- 
ship at salary of £A.2.750 to £43,250 per annum 
according to experience and qualifications. Dura- 
tion of appointment to be mutualiy arranged but a 
decision as to offer of partnership will be made 
within one year of appointment. Further details 
as to mode of practice, local accommodation, 
taxation, cost of living, etc., available on request 
from the Chairman, 252, St. George's Terrace, 
Perth 


INTERNSHIPS AVAILABLE, REMUNERATION 
$125 MONTHLY. Excellent opportunity for doc- 
tors interested in entering rural general practice 
Apply to Medical Superintendent, St. Joseph's 
Hospital, Victoria, B.C., Canada (5263) 


WANTED. FULLY-TRAINED ORTHOPAEDIC 

SURGEON with higher surgical qualifications to 

join a Clinic group in a prairie medical centre in 

Canada. Picase submit applications, and full 

details of training and experience, with the names 

of three referees as soon as possibic, to Box 718 
J 


AUSTRALIA 
INDUSTRIAL MEDICAL OFFICER 
required as second doctor by large mining. 
milling and smelting company in Mount Isa, 
Queensland Wide general expericnce neces- 
sary, age about 35 years Salary £A.2.000 w 
to £A.2.500 per annum, plus bonus of approxi- 
mately £A.500 per annum. Superannuation scheme 
Apply in first instance to Mount Isa Mines Limited, 
Adclaide House, King William Street, London 
ECcC4 «5510) 


MEDICAL OFFICER FOR LARGE SUGAR 
COMPANY IN TRINIDAD. Whole-time appoint- 
ment Work comprises general, industrial and 
tropical medicine conducted from three modern 
well-equipped clinics Applicants should be aged 
30-35, preferably married, with sound knowledge 
of general practice and additional casualty and 
surgical experience Commencing salary £1,800 
Furnished bungalow. initial contract three years 
Good pension scheme First-class passage paid 
Further details may be had on application to Box 
827. B.M.J. Closing date for applications May 31, 
1957 


SURGEON (F.R.C.S.) REQUIRED IMMEDI- 
ATELY for relieving dutics for a period of four 
to six months with a British Oi! Company in South 
America Work would be mainly surgical in the 
company’s hospital but would include some general 
medical duties Salary from £150 per month 
according to experience, with free board and 
lodging and passage both ways Reply. giving 
details of experience, to Box 728. BMJ 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Appiy 
Secretary, Damien Society, 47, Fitzwilliam Square. 
Dublin 


APPLICATIONS ARE BEING CONSIDERED 
FOR ROTATING INTERNSHIP North-Westera 
General Hospital, Toronto, 9, Ont. Accredited 
hospital, 110 beds. requires internes. Pay $150 
per month, plus room and board. Ideal prepara- 
tion for general practice in Toronto area ($262) 


AUSTRALIA—UNIVERSITY OF QUEENSLAND 


MEDICAL RESEARCH FELLOW 

Applications are invited from graduates in 
medicine for a Research Fellowship to undertake 
research into aetiological aspects of skin cancer 
Salary range £A.1,700 to £A.2,300 per annum, with 
commencing salary according to experience and 
qualifications Appointment is initially for one 
year, renewable annually. subject to satisfactory 
work, and to be reviewed at the end of three 
years. Applications close on May 15, 1957. with 
the Registrar, University of Queensland. Brisbanc. 
Queensland, Australia. Further particulars may be 
obtained from the Secretary, Association of Univer- 
sities of the Britikh Commonwealth, 36. Gordon 
Square, London. (5099) 


BINGHAMTON CITY HOSPITAL, New York 
ONE-YEAR ROTATING INTERNSHIP 
available. S00-bed hospital, teaching programme, 
full maintenance and $125 mon‘hly Excellent 
library, pathologic and radiologic departmens 
Opportunity to become resident in Medicine or 
Surgery. Apply to Medical Director (5469) 


ASSISTANT RFOUIRFD FOR RURAL PRAC- 
TICE in Saskatchewan in September Modern 20- 
bed hoxpital with all facilities, To assist survically 
trained Welsh doctor. Preferably interested in 
anaesthetics and medicine. Salary $500 per month 
4-dedroomed furnished house with mod cons rent 
free Partnership at carliest opportunity if com 
patible.—Box 740. B.MJ 


FULLY APPROVED RESIDENCIES IN MEDI. 
CINE in 340-bed general hospital beginning July 1, 
1957. Affiliated medical school and large diagnos- 
tie clinic, excelient clinical training in all denart- 
ments. Salary $2.400 to $3,600. with transportation 
provisions in apecial cases. Write Administrator. 
Robert Packer Hospital, Sayre, Pennsylvania 

(4667) 


Aprit 6, 1957 


ROTATING INTERNS WANTED (TWO) JULY 
1, 1957. Salary $150 month, fuil maintenance. 
300-becd, 75 bassinctte hospital. 35 min. to New 
York. Organized teaching programme in all ser- 
vices. Replies to Administrator, Holy Name Hos- 
pital, Teaneck, New Jersey (SS12> 


ROYAL PERTH HOSPITAL, Western Australie 


SENIOR STAFF RADIOTHERAPIST 

Applications are invited from holders of the 
Diploma of Radiotherapy for the above full-time 
post. Salary £4.3,120 per annum. The Senior Staff 
Radiotherapist will work under the overall direc- 
tion of a Senior member of the Honorary Medical 
Staff, and will be responsible for duties of full- 
time staff; internal management of the Depart- 
ment; training of Technicians: arrangement otf 
demonstrations, and provision of radiotherapy 
teaching material. The Royal Perth Hospital is the 
main teaching hospital associated with the Univer 
sity of Western Australia. It has more than 600 
beds and is extending The selected applicant wil! 
be required to furnish a satisfactory medical certi- 
ficate and x-ray In addition to all relevant per- 
sonal! details, applications must include particulars 
of qvalifications, experience and the names of two 
referees, and should reach the undersigned on or 
before May 31, 1957.—Joseph Griffith, Administrator 
(4891 


UNIVERSITY COLLEGE HOSPITAL 
Ibadan, Nigeria 


Medical Staffing—Dept. of General Practice 


The Board of Management invite applications 
from registered medical practitioners with the 
requisite experience for three new posts in the 
newly compicted teaching hospital 
1. SENIOR HOSPITAL MEDICAL OFFICER 
to work in the Dept. of General Practice and in 
the Staff Medical Service and to assist in their 
direction and organization. A higher degree would 
be an advantage but is not essential. Candidates 
must have had wide clinical experience, especially 
in general practice, but including also tropical medi- 
cine and administration. 


2. JUNIOR HOSPITAL MEDICAL OFFICERS 
or SENIOR HOUSE OFFICERS 

to work in the Dept. of Gencral Practice and in 
the Staff Medical Service. Previous experience of 
general practice or general out-paticnt work inp 
the tropics is desirabie The appointments offer 
an opportunity for obtaining wide clinical experi- 
ence as a basis for general practice or before 
Starting specialist training 

General practice in Nigeria is carried on almost 
entirely as a hospital out-patient ciinic. The acw 
department gives an opportunity not only for 
clinical work of great varicty, but also for training 
House Officers and students in gencral practice 
work, It is fully equipped, has nursing and 
clerical assistance, its own side-room and direct 
access to all laboratory and X-ray facilities The 
salaries offered for the posts are: S.H.M.O. £1,428 
p.a. rising by 5 annual increments to a maximum 
of £1,788 p.a. J.H.M.O. £1.116 pa. rising by 6 
annual increments to a maximum of £1.428 p.a. 
SH.O. £1,116 pa In addition an expatriate 
doctor appointed would receive an inducement 
allowance of £270 p.a. on a salary up to £1.284 
p.a. or £300 p.a., when the salary exceeds £1,284 
p.a. The appointment will be initially for two 
tours of from 12-18 months, and will be renew- 
able, by mutual agreement, for a further tour, 
except in the case of an S.H.O.. when the appoint- 
ment will be for one tour of 12 months with the 
possibility of transfer to the J.H.M.O.'s scale 
thereafter. On satisfactory completion of service 
a gratuity of £37 10s. will be paid for cach com- 
pleted term of three months’ service. An outfit 
allowance of £60 is payable on first appoin*ment 
Partly furnished quarters are provided at a rental 
of 81/3% of sa'ary. excluding inducement allow- 
ance An expatriate doctor appointed will be 
eligible for 7 days’ leave on full pay for cach 
compicted month of service in Nigeria. A 
Nigcrian doctor will qualify for 5 days’ leave for 
each completed month of service. Free first class 
Passages are provided for an expatriate doctor and 
wife on first appointment. on vacation leave and 
on cempletion of their agreement. Free first-class 
passages to Nigeria wi'l, in certain circumstances, 
be provided for a Nigerian doctor, Successful 
candidates will be eligible for children’s allow- 
ances in accordance with the current regulations 
When necessary. a loan may be eranted to assist 
in the purchase of a car. Arrangements can be 
made to enable successful candidates to continue 
‘heir National Health Service Suncrannuation 
Scheme contributions, and details of the revived 
satary and eratuity in «uch cases will 
accommany anniication forms. Apnn'ications shou'd 
be subwitted not later than April 20. 1957. on the 
annronriate forms. which will be forwarded to- 
ve*her with additiona’ information on receint of an 
addreseed foo'scan enve'one bw the Adviser on 
Recruitment. London Office. University Col- 
lege Hosnitel. $7, Catherine Place, Pa's-e 
Strect, London, S.W.1. (S471) 


— 
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Oversea (Vacant)—contd. 


Third Collection now ready 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 
required in Barbados, responsible under Director « 

of Medical Services for ail sanitation and hygiene 

in the island, including training and supervision of FOR 


Sanitary Inspectors and Health Visitors ; organiza- 


tion, conduct and operation of health campa gens, 
including programmes under International Health 
Agencies ; supervision of Health Centres; exam- 
imation of candidates for entrance to Public Ser- 
vice and for W dows’ and Orphans’ Pension 
Scheme and cxamination of emigrants Must 
possess qualifications resistrable in United Kingdom 
also D.T.M. and H. or D.P.H. or equivalent 
Appointment on permanent basis with pension 
(non-contributory) 1/600th of final pensionable 
emoluments for cach compicted month of pen- PSYCHIATRIC TREATMENT AND THE LAW HAEMOPHILIA 
sionable service; of on agreement for three years 
in first instance (in which case passage arrange- TREATMENT OF GONORRHOEA HEAD INJURIES 

MEDICO-LEGAL ASPECTS OF ABORTION PREVENTION AND TREATMENT OF TETANUS 

HEART BLOCK ANTENATAL CARE 

TREATMENT OF BURNS CHEST PAIN AND PLEURAL EFFUSION 

GALL-BLADDER DISEASE MISCARRIAGE 

RHEUMATOID ARTHRITIS TACHYCARDIA 

FRACTURES IN THE AGED MEDICAL ASPECTS OF AIR TRAVEL 
> SERUM REACTIONS CONVULSIONS IN CHILDHOOD 
tion forms from irector of ecruitment, olonia! 
Office, London, S.W.1 (quoting BCD 117/28/014). EXPOSURE TO HEAT AND SUNLIGHT RECURRENT BOILS 
(5391) QUARANTINE AND ISOLATION PROLAPSE 
LACERATIONS OF THE HAND LATE AND LATENT SYPHILIS 
RHEUMATIC FEVER INJURIES TO THE BACK 


ments are somewhat different). If appointed on 
agreement employer's share of approved Super- 
— PEPTIC ULCER ANTICOAGULANT THERAPY 


annuation contributions paid by Government 
Only permanent officers can be members of Her 
Majesty's Overseas Civil Service. Salary £1,700 a 
year Income tax at local rates Passages for 
officer and family On appointment up tO a Maxi- 
mum of £400. Leave passages for officer and wife 
Climate healthy, social and recreational facili-ies 
good. Educational facilities available Applica- 


ST. PAUL’S HOSPITAL, Vancouver, British 
Columbia, Canada 


Applications are invited for one year RESUSCITATION AFTER DROWNING HYSTERIA 
ROTATING ANAESTHETIC EXPLOSIONS CARCINOMA OF THE BREAST 
at approved large general hospital. Remuneration 
$150 per month Assistance with fare will be SURGICAL RELIEF OF PAIN APOPLEXY 


considered, details on request Apply Sister 
Superior, St. Paul's Hospital, 1081, Burrard Street, 
Vancouver, Bri‘ish Columbia, Canada. Canadian, 
American or British graduates only are acceptable 

($430) 


TREATMENT OF ACCIDENTAL POISONING 
DEATH CERTIFICATION 
INTERMITTENT CLAUDICATION 

MY XOEDEMA 

BREAST-FEEDING DIFFICULTIES 
PYELITIS IN CHILDREN 
LEUCORRHOEA 

SCROTAL SWELLINGS 

INDIGESTION IN CHILDHOOD 
CORTISONE AND CORTICOTROPHIN 
SPECTACLES 

SUBACUTE BACTERIAL ENDOCARDITIS 
THE ANXIETY-STATE 


GLANDULAR FEVER 

IRREGULAR VAGINAL BLEEDING 
NEPHRITIS 

DISSEMINATED SCLEROSIS 
INTERPRETATION OF WOUNDS 
TYPHUS GROUP OF FEVERS 

VERTIGO 

INTESTINAL WORMS 

DIAGNOSIS OF SMALLPOX 
ABDOMINAL HERNIA IN CHILDHOOD 
SCABIES AND LICE 

ACUTE OSTEOMYELITIS AND SEPTIC ARTHRITIS 
MENTAL DEFICIENCY 


WANGANUI HOSPITAL BOARD 


VISITING OBSTETRICIAN 

Applications are invited from registered medical 
practitioners for the position of Visiting Obstet- 
tician to the Wanganui General Hospital 
Wanganui, New Zealand. The salary payable by 
the Hospital Board is governed by Hospital 
Employment Regulations and the present holder 
of the position receives £349 per annum. Further 
particulars may be obtained from the Advertise- 
ment Director of the British Medical Journal, 
and applications, stating age, qualifications and 
previous experience, close with the undersigned on 
June 30, 1957.—K. Harris, Secretary. (5494) 


THIS VOLUME ALSO CONTAINS A CLASSIFIED CUMULATIVE 
CONTENTS LIST OF ALL THREE VOLUMES OF 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 


OVERSEA (Wanted) 


WANTED. OPPORTUNITY IN PRACTICE OR 
private firm Rhodesias, Kenya, or South Africa 
British, 38. married, ten years’ experience 
Box 828, B.M.J. 


Demy 8vo. 548 pp., fully indexed. Price 25s. net. 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, etc. 


Available from booksellers, or by post from : 


Publishing Manager, 
British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1. 


GUY'S HOSPITAL, S.E.1 


Applications are invited for the post of 
ASSISTANT 
to the Director of the Department of Child Health 
with duties commencing on July 1, 1957 The 
appointment will be for one year in the first 


instance. Salary scale: £1,500 by £100 to £1,800, Please supply : 

with superannuation and family allowance. Forms 

of application are obtainable from, and should be ... REFRESHER COURSE FOR GENERAL PRACTITIONERS 

chool, ondon S.E.1, not later than 

April 18, 1957. (5150) Third Collection. Price 25s. By post: inland 26s. 6d., overseas 26s. . 


THE UNIVERSITY OF LEEDS— A remittance is enclosed for € 3 3 


UNITED LEEDS HOSPITALS 


Applications are invited for appointment as 
temporary 
SENIOR REGISTRAR AND TUTOR IN 
ORTHOPAEDICS 


(BLOCK LETTERS, PLEASE) 


for a period of one year from August, 1957. The 
ADORESS 


salary will be between £1.100 Bnd £1.400 a year. 
Aoplications (three copies), stating date of birth. 
qualifications, details of present and previous 
appointments (with dates). and experience of teach- 
ing, together wtih the names of three referces, 
should reach the Registrar. The University, Leeds, 


2 (from whom further particulars may be obtained) 
got later than April 30, 1957. (5390) 
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Industrial A ppointments—contd. 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 


The following appointment as Appointed Factory 
Doctor is vacant: Havant, in the County of South- 
ampton. Applications, which should be received 
mot later than April 24, 1957, should be sem to 
the Chief Inspector of Factories, 19, St. James's 
Square. Londun, $.W.1 (5402) 


SERVICES 


THE MEDICAL SERVICE OF THE 
ROYAL NAVY 


VACANCIES FOR MEDICAL OFFICERS 
Candidates are invited for Short Service Com- 
missions of three years, on termination of which a 
vratuity of £600 (tax free) is payable Ample 
pportunity is granted for transfer to Permanent 
Commissions on completion of one year's total 
service. Officers so transferred are paid instead a 
gram of £1,500 (taxable). All entrants are required 
to be British subjects, whose parents are British 
subjects, medically qualified, physically fit, and to 
pass an interview Full particulars from: The 
Admiralty Medical Department. Queen Anne's 
Mansions, St. James's Park, London, S.W.1. 


REPUBLIC OF IRELAND 
CAVAN COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED, CAVAN 
SURGICAL HOSPITAL. IRELAND 

Application forms and particulars from the 
undersigned. Remuneration : First year £862 10s. ; 
second year, £969 ; third year £1,075, plus £106 10s 
per annum for certain higher qualifications in 
surgery Deduction of £150 per annum for board 
and residence —M. J. Smith, County Secretary, 
Courthouse. Cavan, Irciand (5493) 


CLARE COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED 

Applications are invited for the post of Surgical 
Registrar at the County Hospital. Ennis. Remun- 
eration: First year £862 10s.; second year, £969; 
third year, £1.075, plus in cach year an additional 
sum of £106 10s. a year if the ho'der of the post 
possesses a hieher qualification in surgery if 
board and residence are supplied a charge at the 
rate of £150 a year will be made Latest date 
for receipt of applications is April 12, 1957 
Application forms may be obtained from the Sec- 
retary, County Home, Ennis «ssil) 


LOCAL APPOINTMENTS COMMISSION, Dublin 


POSTTION VACANT 
CORK CITY MEDICAL OFFICER 
Salary scale £1.794 to £1,954. The appointec 
may undertake a university teaching appointment 
if so requested Application forms and particulars 
from the Secretary, 45, Upper O'Connell Street. 
Dublin Latest time for receiving completed 
application forms : 5 p.m. April 26. 1957. (5497) 


MEDICAL RESEARCH COUNCIL OF IRELAND 


Applications are invited for annointment as 
PATHOLOGIST 
under the Medical Rescarch Council of Ireland 
for the purpose of carrying out work in connec- 
tion with a study of perinatal mortality being 
undertaken in association with the World Health 
Organization. The post will be full time and the 
appointment will be for a period of not lew than 
two years. The salary will be im the ranee of 
£1,500 to £2.000 per annem and wil! depend on 
experience, esneciaiiy in the field of perinata! 
pathology. Applications. stating qualifications and 
experience. and giving the names of two referees 
should be submitted not tater than April 30. 1957 
to the Hon. Secretary. Medical Research Counci! 
of Ireland. 50. Merrion Square. Dublin, from whom 
further particulars may be obtained (5261) 


ST. VINCENT’S HOSPITAL, Dubita 


HONORARY ASSISTANT SURGEON 
Applications for the above prsition should be 
made on or before May 11, 1957. For further 
information please apply to the Hon. Secretary. 
Medical Board (8400) 


OVERSEA (Vacant) 


BOX 3%. THANKS FOR APPLICATIONS. 
Vacancy now filled 
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OPHTHALMIC PARTNERSHIP AUSTRALIAN 
coastal town offered Excellent terms. Could 
nominate migrant.—Box 826, B.M.J 


SOUTH APRICA—EASTERN CAPE. LONG 
established increasing practice, also house, availabic 
m dcliehtful English city, fairly near sca.—Box 
744 


PERTH RADIOLOGICAL CLINIC, WESTERN 
AUSTRALIA. Opportunity for Diagnostic Radiolo- 
gist for partnership in private practice Assistant- 
ship at salary of £A.2.750 to £A.3,250 per annum 
according t© experience and qualifications Dura- 
tion of appointment to be mutualiy arranged but a 
decision as to offer of partnership will be made 
within one year of appointment. Further details 
as to mode of practice, local accommodation, 
taxation, cost of living, etc., available on request 
from the Chairman, 252, St. George's Terrace, 
Perth 


INTERNSHIPS AVAILABLE, REMUNERATION 
$125 MONTHLY. Excellent opportunity for doc- 
tors interested in entering rural general practice 
Apply to Medical Superintendent. St. Joseph's 
Hospital. Victoria, B.C.. Canada (5263) 


WANTED, FULLY-TRAINED ORTHOPAEDIC 
SURGEON with higher surgical qualifications to 
join a Clinic group in a prairie medical centre in 
Canada Please submit applications, and full 
details of training and experience, with the names 
of three referees as soon as possible, to Box 718, 
BMJ 


AUSTRALIA 
INDUSTRIAL MEDICAL OFFICER 
required as second doctor by large mining, 
milling and smelting company in Mount Isa, 
Queensland Wide general experience neces- 
Sary, age about 35 years Salary £A.2.000 to 
to £A.2.500 per annum, plus bonus of approxi- 
mately £A.500 per annum. Superannuation scheme 
Apply in first instance to Mount Isa Mines Limited, 
Adclaide House, King William Street, London 
EC4 (5510) 


MEDICAL OFFICER FOR LARGE SUGAR 
COMPANY IN TRINIDAD. Whole-time appoint- 
ment Work comprises general, industrial and 
tropical medicine conducted from three modern 
well-equipped clinics Applicants should be aged 
30-35, preferably married, with sound knowledge 
of general practice and additional casualty and 
surgical experience Commencing salary £1,800 
Furnished bungalow. Initial contract three years 
Good pension scheme First-class passage paid 
Further details may be had on application to Box 
827. B.M.J. Closing date for applications May 31, 
1957 


SURGEON (F.R.C.S.) REQUIRED IMMEDI- 
ATELY for relieving dutics for 9 period of four 
to six months with a British Oii Company in South 
America Work would be mainiy surgical in the 
company’s hospital but would include some general 
medical duties Salary from £150 per month 
according to experience. with free board and 
lodging and passage both ways Reply. giving 
details of experience, to Box 728 MJ 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Appiy 
Secretary, Damien Society, 47, Fitzwilliam Square, 
Dublin ais) 


APPLICATIONS ARE BEING CONSIDERED 
FOR ROTATING INTERNSHIP North-Western 
General Hospital, Toronto, 9, Ont Accredited 
hospital, 110 beds, requires internes. Pay $150 
per month, plus room and board. Ideal prepara- 
tion for general practice in Toronto area ($262) 


AUSTRALIA—UNIVERSITY OF QUE ENSLAND 


MEDICAL RESEARCH FELLOW 

Applications are invited from eraduates in 
medicine for a Research Fellowship to undertake 
research into aetiological aspects of skin cancer 
Salary range £A.1,700 to £A.2,300 per annum, with 
commencing salary according to experience and 
qualifications Appointment is initially for one 
year, rencwable annually. subject to satisfactory 
work, and to be reviewed at the end of three 
years. Applications close on May 15, 1957. with 
the Registrar, University of Queensland. Brisbane. 
Queensland, Australia. Further particulars may be 
obtained from the Secretary, Association of Univer- 
sities of the British Commonwealth, 36. Gordon 
Square. London. WC 1 (5099) 


BINGHAMTON CITY HOSPITAL, New York 
ONE-YEAR ROTATING INTERNSHIP 
available, hospital, teaching programme, 
full maintenance and $125 mon*hly Excellent 
library, pathologic and radiologic departmens 
Opportunity to become resident in Medicine or 
Surgery. Apply to Medical Director (5469) 


ASSISTANT RFOQUIRFD FOR RURAL PRAC- 
TICE im Saskatchewan in September Modern 20- 
bed hoxpital with all facilities. To assist surgically 
trained Welsh doctor. Preferabtvy interested in 
anacathetics and medicine. Salary $500 per month 
4bdedroomed furnished house with mod cons rent 
free Partnership at cariiest opportunity if com 
patibie.—Box 740, BMJ 


FULLY APPROVED RESIDENCIES IN MEDI. 
CINE in 340-bed general hospital beginning July 1, 
1957. Affiliated medical schoo! and large diagnos- 
tie clinic, clinical training in all depart- 
ments. Salary $2.400 to $3.600. with transportation 
provisions in special cases. Write Administrator. 
Robert Packer Hospital, Sayre, Pennsylvania 
(466 


April 6, 1957 


ROTATING INTERNS WANTED (TWO) JULY 
{, 1957. Salary $150 month, full maintenance. 
300-bed, 75 bassinctte hospital 35 min. to New 
York. Organized teaching programme in all ser- 
vices. Replies to Administrator, Holy Name Hos- 
pital, Teaneck, New Jersey. (SS12> 


ROYAL PERTH HOSPITAL, Western Australia 


SENIOR STAFF RADIOTHERAPIST 

Applications are invited from holders of the 
Diploma of Radiotherapy for the above full-time 
post. Salary £A.3,120 per annum. The Senor Sift 
Radiotherapist will work under the overall direc- 
tion of a Senior member of the Honorary Medical 
Staff, and will be responsible for dutics of full- 
time staff; internal management of the Depart- 
ment; training of Technicians: arrangement otf 
demonstrations, and provision of radiotherapy 
teaching material. The Royal Perth Hospital is the 
main teaching hospital associated with the Univer 
sity of Western Australia. It has more than 600 
beds and is extending. The sclected applicant wil! 
be required to furnish a satisfactory medical certi- 
ficate and x-ray In addition to all relevant per- 
sonal details, applications must include particulars 
of qualifications, experience and the names of two 
referecs, and should reach the undersigned on or 
before May 31, 1957.—Joseph Griffith, Administrator. 
(4891> 


UNIVERSITY COLLEGE HOSPITAL 
Ibadan, Nigeria 


Medical Staffing—Dept. of General Practice 


The Board of Management invite applications 
from registered medical practitioners with 
requisite experience for three new posts in the 
newly completed teaching hospital. 

1. SENIOR HOSPITAL MEDICAL OFFICER 
to work in the Dept. of General Practice and in 
the Staff Medical Service and to assist in their 
direction and organization. A higher degree would 
be an advantage but is not essential Candidates 
must have had wide clinical experience, especially 
in general practice, but including also tropical medi- 
cine and administration. 


2. JUNIOR HOSPITAL MEDICAL OFFICERS 
or SENIOR HOUSE OFFICERS 

to work in the Dept. of General Practice and in 
the Staff Medical Service. Previous experience of 
general practice or general out-paiicnt work in 
the tropics is desirabie The appointments offer 
an opportunity for obtaining wide clinical experi- 
ence as a basis for general practice or before 
Starting specialist training 

General practice in Nigeria is carried on almost 
entirely as a hospital out-patient ciinic. The new 
department gives an opportunity not only for 
clinical work of great varicty, but also for training 
House Officers and students in general practice 
work, It is fully equipped, has nursing and 
clerical assistance, its own side-room and direct 
access to all laboratory and X-ray facilities The 
salaries offered for the posts are: S.H.M.O. £1,428 
p.a. rising by 5 annual increments to a maximum 
of £1,788 pa. J.H.M.O. £1.116 p.a. rising by 6 
annual increments to a maximum of £1.428 p.a. 
SH.O. £1,116 pa In addition an expatriate 
doctor appointed would receive an inducement 
allowance of £270 p.a. on a salary up to £1.284 
p.a. or £300 p.a., when the salary exceeds £1,284 
p.a. The appointment will be initially for two 
tours of from 12-18 months, and will be renew- 
able, by mutual agreement, for a further tour, 
except in the case of an S.H.O.. when the appoint- 
ment will be for one tour of 12 months with the 
possibility of wansfer to the J.H.M.O.'s scale 
thereafter. On satisfactory compiction of service 
a@ gratuity of £37 10s. will be paid for cach com- 
pleted term of three months’ service. An outfit 
allowance of £60 is payable on first appoin:ment 
Partly furnished quarters are provided at a rental 
of 8.1/3% of sa‘ary. excluding inducement allow- 
ance An expatriate doctor appointed will be 
eligible for 7 days’ leave on full pay for cach 
compicted month of service in Niecria. A 
Nigerian doctor will qualify for 5 days’ Icave for 
each completed month of service. Free first class 
Passages are provided for an expatriate doctor and 
wife on first appointment. on vacation leave and 
on completion of their agreement. Free first-class 
passages to Nieeria will, in certain circumstances, 
be provided for a Nigerian doctor. Successful 
candidates will be eligible for children’s allow- 
ances in accordance with the current regulations 
When necessary. a loan may be eranted to assist 
in the purchase of a car. Arraneements can be 
made to enatle successful candidates to continue 
‘heir National Health Service Superannuation 
Scheme contributions, and details of the revived 
salary and eratuitvy pavatie in «uch cases will 
accomnanyv anniication forms. Anntications shou'd 
be submitted not later than Anril 20 on the 
annronriate forms. which will be forwarded to- 
ve*her with additiona' information on receint of an 
addreseed foo'scap enve'one bv the Adviser on 
Soff Recruitment. London Office. University Col 
Hosnitsl. Theten, $7, Catherine Place, Pa's-e 
Street, London, S.W.1 (8471) 
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Oversea (Vacant)—contd. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


SENIOR MEDICAL OFFICER OF HEALTH 
required in Barbados, responsible under Director 
of Medical Services for all sanitation and hygiene 
in the island, including training and supervision of 
Sanitary Inspectors and Health Visitors ; organiza- 
tion, conduct and operation of health campa ens, 
inching programmes under International Health 
Age.cets ; supervision of Health Centres; exam- 
ination of candidates for entrance to Public Ser- 
vice and for W dows’ and Orphans’ Pension 
Scheme and cxamination of emigrants Must 
possess qualifications resistrabie in United Kingdom 
also D.T.M. and H. or D.P.H. or equivalent 
Appointment on permanent basis with pension 
(non-contributory) 1/600th of final pensionable 
emoluments for cach completed month of pen- 
sionable service ; of on agreement for three years 
in first instance (in which case passage arrange- 
ments are somewhat different). If appointed on 
agreement cmployer’s share of approved Super- 
annuation contributions paid by Government 
Only permanent officers can be members of Her 
Majesty's Overseas Civil Service. Salary £1,700 a 
year. Income tax at local rates. Passages for 
officer and family on appointment up to a maxi- 
mum of £400. Leave passages for officer and wife 
Climate healthy, social and recreational faci‘i-ies 
good Educational facilitics available Applica- 
tion forms from Director of Recruitment, Colonia! 
Office. London, S.W.1 (quoting BCD 117 / 28/014). 

(S391) 


ST. PAUL'S HOSPITAL, Vancouver, British 
Columbia, Canada 


Applications are invited for one year 
JUNIOR ROTATING INTERNSHIPS 

at approved large general hospital. Remuneration 
$150 per month Assistance with fare will be 
considered, details on request Apply Sister 
Superior, St. Paul's Hospital, 1081. Burrard Strect, 
Vancouver, Bri-ish Columbia, Canada. Canadian, 
American or British graduates only are acceptable 

(5430) 


WANGANUI HOSPITAL BOARD 


VISITING OBSTETRICIAN 

Applications are invited from registered medical 
Practitioners for the position of Visiting Obstet- 
trician to the Wanganui General Hospital, 
Wanganui, New Zealand. The salary payable by 
the Hospital Board is governed by Hospital 
Employment Regulations and the present holder 
of the position receives £349 per annum. Further 
particulars may be obtained from the Advertise- 
ment Director of the British Medical Journal. 
and applications, stating age, qualifications and 
previous experience, close with the undersigned on 
June W, 1957.—K. Harris. Secretary (5494) 


OVERSEA (Wanted) 


WANTED. OPPORTUNITY IN PRACTICE OR 
private firm Rhodesias, Kenya, or South Africa 
British, 38, marricd, ten years’ experience. — 
Box 828, B.MJ. 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, etc. 


GUY'S HOSPITAL, S.E.1 


Applications are invited for the post of 
ASSISTANT 
to the Director of the Department of Child Health 
with duties commencing on July 1. 1957 The 
appointment will be for ome year in the first 
instance. Salary scale: £1.500 by £100 to £1,800, 
with superannuation and family allowance. Forms 
of application are obtainable from. and should be 
lodged with. the Dean, Guy's Hospital Medical 
School, London Bridge. S.E.1, not tater than 
April 18, 1957 (S150) 


THE UNIVERSITY OF LEEDS— 
UNITED LEEDS HOSPITALS 


Applications are invited for appointment as 
temporary 
SENIOR REG'‘STRAR AND TUTOR IN 
ORTHOPAEDICS 


for a period of one year from August, 1957. The 
salary will be between £1.100 Bnd £1.400 a year. 
Aoplications (three copies), stating date of birth. 
qualifications, details of present and previous 
appointments (with dates), and experience of teach- 
ing, together wtih the names of three referees, 
should reach the Registrar. The University. Leeds. 
2 (from whom further particulars may be obtained) 
aot later than April 30, 1957. (5390) 


Third Collection now ready 
REFRESHER COURSE 
FOR 
GENERAL PRACTITIONERS 


CONTENTS 


PSYCHIATRIC TREATMENT AND THE LAW 
TREATMENT OF GONORRHOEA 
MEDICO-LEGAL ASPECTS OF ABORTION 
HEART BLOCK 

TREATMENT OF BURNS 

GALL-BLADDER DISEASE 

RHEUMATOID ARTHRITIS 

FRACTURES IN THE AGED 

SERUM REACTIONS 

EXPOSURE TO HEAT AND SUNLIGHT 
QUARANTINE AND ISOLATION 
LACERATIONS OF THE HAND 
RHEUMATIC FEVER 

PEPTIC ULCER 

RESUSCITATION AFTER DROWNING 
ANAESTHETIC EXPLOSIONS 

SURGICAL RELIEF OF PAIN 
GLANDULAR FEVER 

IRREGULAR VAGINAL BLEEDING 
NEPHRITIS 

DISSEMINATED SCLEROSIS 
INTERPRETATION OF WOUNDS 

TYPHUS GROUP OF FEVERS 

VERTIGO 

INTESTINAL WORMS 

DIAGNOSIS OF SMALLPOX 

ABDOMINAL HERNIA IN CHILDHOOD 
SCABIES AND LICE 

ACUTE OSTEOMYELITIS AND SEPTIC ARTHRITIS 
MENTAL DEFICIENCY 


HAEMOPHILIA 

HEAD INJURIES 

PREVENTION AND TREATMENT OF TETANUS 
ANTENATAL CARE 

CHEST PAIN AND PLEURAL EFFUSION 
MISCARRIAGE 

TACHYCARDIA 

MEDICAL ASPECTS OF AIR TRAVEL 
CONVULSIONS IN CHILDHOOD 
RECURRENT BOILS 

PROLAPSE 

LATE AND LATENT SYPHILIS 
INJURIES TO THE BACK 
ANTICOAGULANT THERAPY 
HYSTERIA 

CARCINOMA OF THE BREAST 
APOPLEXY 

TREATMENT OF ACCIDENTAL POISONING 
DEATH CERTIFICATION 
INTERMITTENT CLAUDICATION 

MY XOEDEMA 

BREAST-FEEDING DIFFICULTIES 
PYELITIS IN CHILDREN 
LEUCORRHOEA 

SCROTAL SWELLINGS 

INDIGESTION IN CHILDHOOD 
CORTISONE AND CORTICOTROPHIN 
SPECTACLES 

SUBACUTE BACTERIAL ENDOCARDITIS 
THE ANXIETY-STATE 


THIS VOLUME ALSO CONTAINS A CLASSIFIED CUMULATIVE 
CONTENTS LIST OF ALL THREE VOLUMES OF 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 


Demy 8vo. 548 pp., fully indexed. Price 25s. net. 


Available from booksellers, or by post from : 


Publishing Manager, 
British Medical Association, 


B.M.A. House, Tavistock Square, London, W.C.1. 


Please supply : 


... REFRESHER COURSE FOR GENERAL PRACTITIONERS 


Third Collection. Price 25s. By post: inland 26s. 6d., overseas 26s. 
A remittance is enclosed for 
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University and Research 
Appointments, etc.—contd. 


THE UNIVERSITY OF LIVERPOOL 


Applications are invited from medically qualified 
or non-medicaily qualified candidates for the 
post of 

ASSISTANT LECTURER IN HISTOLOGY 
Histology. 


in the Department of Physiology and 

The initial salary, based on the current salary 
scheme, which is under revision, is £700 per annum 
for a medically qualified candidate, or £550 per 
annum for a non-medically qualified candidate 
Applications, stating age, academic qualifications 
and experience, together with the names of three 
referees. should be received not later than April 
27. 1957, by the Registrar, from whom further 
particulars of the conditions of appointment may 
be obtained ($419) 
NOTICES 

APPLICANTS ARE ADVISED NOT TO SEND 
Original testimonials when replying to advertisc- 
ments Copies will answer the purpose quite as 


well, and in the event of their being lost or mis- 
laid no inconvenience will ensue 


MEDICAL ARTISTS’ ASSOCIATION OF GREAT 
BRITAIN. Annual entrance cxamination. Closing 
date May 25. Application forms from Miss Whitg- 
side, 169, Russell Court, Woburn Place, Ww.C.2 

(5423) 


PREGNANCY DIAGNOSIS BY THE XENOPUS 
METHOD. 24-hour service. Send specimen of 
urine and fee. Haematology, Biochemistry, Flame 
Photometry.—Welbeck Biological Laboratories, 26, 
Park Crescent. Portland Place, W.1. MUS 5386-7 


MEETINGS 


NAPT SYMPOSIUM ON CHRONIC BRON- 
CHITIS. Wednesday, May 29, 1957, 3.30-6.30 
p.m., Clinical Science Building, York Place, Man- 
chester Admission by ticket only, ten shillings 
each (including afternoon tea and sherry), from 


National Association for the Prevention of 
Tuberculosis, Tavistock House North, London, 
wc (4835) 


BRITISH MEDICAL JOURNAL 


6, 1957 


SOCIETY OF APOTHECARIES OF LONDON.— 
Medicine and 


Surgery : April 8. May 13, June 11 

Pathology : April 15. May 20, June 17. Midwifery : 
April 16. May 21, June 18. Master of Midwifery 
May and November Dipioma Industrial 
Health: July and December For regulations, 
apply Registrar, Apothecaries Hall, Biack Friars’ 
Lane, London, E.C.4 


Tele UNIVERSITY and the ROYAL FACULTY 
of PHYSICIANS and SURGEONS of GLASGOW 
Post-graduate Medical Education Committee 


REFRESHER COURSE FOR GENERAL 
PRACTITIONERS 

A Refresher Course of one fortnight’s duration 
designed for General Practitioners will be he'd 
from May 13 to May 25, 1957 The greater part 
of the Course will comprise clinical demonstrations, 
ward visits, and lectures in Gencral Medicine, 
General Surgery, and Obstetrics, but sessions on 
Infectious Diseases, Child Health, Ophthalmology. 
Dermatology, and Rehabilitation will also be in- 
cluded. The fee for practitioners not claiming ex- 
penses from Government sources is 10 guincas. 
Since the number admitted to the Course is limited, 
early application should be made to the Director 
of Post-graduate Medical Education, The Univer- 
sity. Glasgow, W.2, from whom the syllabus and 
further information may be obtained 9629) 


Readers frequently desire to refer to 
advertisements concerning appliances. pre- 
Parations, etc., which have appeared in 
earlier issues of the Journal. 

The Advertisement Director can supply 
particulars at any time. 

In dealing with written inquiries. especi- 
ally from overseas, correspondents are, 
wherever possible, put in direct contact 
with the advertisers in whose products 
they are interested. 

Write: Advertisement Director. 
British Medical Journal. 
B.M.A. House, 

Tavistock Square, 
London, W.C.1. 


UNIVERSITY OF LONDON 


lecture of the Lang. 
is” will be given by 


EDUCATIONAL AND LECTURES 


M.R.C.P. LONDON. WE CAN BOAST OF NO 
examination successes yet! Our coaching course 
been written a few months ago We 


has only 

heip you with the clinical, though. Write for 
details : J. Arnold, 189, Regent Street, W.1. 
POSTAL COACHING FOR ALL MEDICAL 


Examination successes 1943- 
F.R.C.S.Eng. Primary, 
and D. Obst. 
R.C.0.G., . 198; Univer- 
sity and Conjoint Finals, 749. Up-to-date courses 
for the M.D.Lond.. M.R.C.P.Bdin., F.R.C.S.Edin., 


EXAMINATIONS. 
1956: M.R.C.P.Lond., 231; 
293; M 


DPH.. F.F.A D.P.M Assistance with M.D 
Thesis, Prospectus, list of tutors, etc.. on applica- 
tion to G Oates, M.D Uni- 
versity Examination Postal Institution Red Lion 


Square, London, W.C.1. ‘Phone ey born 6313 

POSTGRADUATE STUDY.—Dipioma in Anacs 
thetics : Diploma in Psychological Medicine ; Dip- 
joma in Ophthalmology: Diploma in Radiology ; 
Diploma in Laryngology; Diploma in Child 
Health; F.R.CS.Ed. and all Surgical Examina- 
tiows. P.Lond. and all Medical Examina- 
tions. M.D. Thesis of all Universities ; Courses for 
all qualifying cxaminations. Compicte Guide to 
Medical Examinations sent free on application 


Applicants should state in which qualification thcy 
afe interested Address. Secretary, Medical Corre- 
spondence College. 19, Weibeck St.. London, W.1 


SOCIETY OF APOTHECARIES OF LONDON 
(M MLS.A.) 


of Midwifery is designed to give 
and practical experience 


The Mastery 
evidence of intensive study 
in Ante-natal Care, Midwifery, and Infant Welfare 
and their relation to Hygiene and Preventive 
Medicine. The possession of this Diploma will prove 
of value in private practice and also to candidates 
for appointments involving the special work de- 
scribed in the preceding paragraph. The tests im- 
posed are stringent ; the Examination, written, oral, 
and clinical. demands thorough and detailed know- 
ledge gained by practice experience, and constitutes 
a definite endeavour to combat Maternal and 
Infant Mortality Examinations are held twice 
yearly, in the months of May and November 
Regulations and forms of application for admission 


Professor R. to) at 4 p.m. on 


April 10 at Middiesex Hospital (Clinical Lecture 

Theatre, First Floor Croaspiece), Mortimer Strect, 

Ww. Admission free, without ticket. James 

Henderson, Academic Registrar. (5403) 
UNIVERSITY OF MANCHESTER 
DIPLOMA IN BACTERIOLOGY 

The course for the Diploma in Bacteriology 


requires full-time attendance in the Department of 
Bacteriology for one academic year (October-June). 
It is suitable for those who have qualified io 
medicine, veterinary medicine and other branches 
of science related to bacteriology. course 
includes general and systematic bacteriology, 
bacterial chemistry, serology, immunology, virology, 
mycology and statistics. All candidates must pre- 
sent evidence of previous training approved by 
Senate as satisfactory for admission to the course 
and register as postgraduate students of the Univer- 
sity. Further particulars and forms of application 
may be obtained from the Secretary, Department 
of Bacteriology. York Place, Manchester. 13. (5185) 


UNIVERSITY OF ST. ANDREW'S 


COURSE FOR GENERAL 
RACTITIONERS 

course will be held in Qucen’s 
and associated hospitals from 
June 17 to June 2 1957 Teaching will be by 
lecture-demonstrations and clinical rounds, with 
emphasis on recent advances in diagnosis and treat- 
ment Accommodation availab’e in students’ resi- 
dences at moderate cost Course fee £10 10s 
Financial assistance, subject to certain conditions, 
from Department of Health for Scotland. Last 
date for enro'ment, April 30, 1957. Further par- 
ticulars and application forms from Postgraduate 
Convener, Department of Pharmacology and 
Therapeutics, Queen's College, Dundee (9643) 


SITUATIONS VACANT 
The Untted Leeds Hospitals 
The General Infirmary at Leeds 


Noa-Medical Biochemist and Medical Physics 
Technician 

Applications are invited for the above two posts 

for a new Department of Cardiology. per- 

sons appointed will have an opportunity of help- 


A two 
College, Dundee, 


ine with its development. Salary and conditions 
of service according to Whitley Council Scale 
Anolications, stating age. qualifications. previous 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC, 
Wanted, Assistant Di 
preferred) for doctor's "practice 
Box 813, B.MJ 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
AVAILABLE 
Applicants requiri i jals, theses, coplice 
or duplicated, should communicate with Manton 
Secretarial Service, Ltd., 98, Victoria Sureet, S.W.i 

(Victoria 0141). who are specialists. 

“ Hand- ed” doctors’ Secretaries, including 
S.R.N.—Wigmore Agency for Medical Secretaries. 
67, Wigmore Street, W.1. HUNter 9951 /2/3. 

Typewriting and First-class work. 
Electric typewriters Moderate.—Sybil Rang, 21. 
Heath Street, N.W.2. HAM 5329/0504 


CONSULTING ROOMS, ETC. 
AVAILABLE 
Consulting Rooms and Suites with or without 
Residenua!l accommodation. —Agent, 
and Partners, Limited, 3, Wimpole Street, W.1. 
Langham 


(Apothecaries . 
‘ia Worcester 


ooms and Houses in Harley 
. etc., apply C. E. Bedford A Co., Lid., 10, 
Wigmore Strect, W.1. Langham 3927. 

Part-time Consulting Rooms to tet in Harley 
Street and district, rents from £60 per annum per 
half-day session or with plate £75 per annum. 
Apply Elliott, Son & Boyton, 86/87, Wimpole 
Strect, London, W.1. WEL 8367 

Shortly availab'e om ground floor of newly 
decorated and well sited house, three adjoining 
rooms and lavatory. Professional use only, sot 
residential One minute Lancaster Gate Tube. 
wer annum inclusive. —PAD 2211 after 6 p.m. 

W.1. Ground and first Goor maivenette to tet 


for both residential and professional purposes, 2 
bedrooms, 2 reception rooms, consulting room, 
cloakroom. kitchen, and bathroom £725 per 


annum exclusive.—Apply Elliott, Son and Boyton, 


86/87, Wimpole Street, London, W.1. WEL 8367. 
WANTED 
Dental Sure (Cc wishes to obtain 


consulting rooms in doctor's house in Wimbicdon, 
Kingston, Twickenham, or Richmond.—Box 830, 
B.MJ. 


HOUSES AND PROPERTY 


The up a practice is NOT 
d by ce of an advertisement 


under this heading. 
Stone Ho House, 9 miles | 


Delightfal Bristol, parquet 
floors, 4/5 bedrooms, basin. central heating, garage. 
—Trilton, Grey Owl, Almondsbury. 


NURSING HOMES FOR SALE 


For Sale. Leaseho'd, S.E.. Chronic, Medical and 
Maternity Nursing Home. Registered 16 pauenw. 
Turnover £5.000 yearly. Well supported by local 
doctors. Price £5.000.—Box 829. B.MJ. 


ACCOMMODATION 
(Coavaiescence, Holidays, ete.) 
AVAILABLE 
RETIRED POCTOR OFFERS TWO LARGE 
furnished rooms and bathroom in comfortable 

country house, Wye Valicy.—Bua 716, BM J. 


CRUISES AND TOURS 


TRAMP AND REGULAR CARGO SHIP 
VOYAGES. Write for list of cruises to Spain, 


Mediterranean, etc. Early passages available 

U.S.A. and Canada —A. Bowerman Ltd, 28, Ely 

Place, London, E.C.1. Tel. : Holborn 1887. 
HOTELS 


ARUNDELL ARMS HOTEL, LIFTON, DEVON. 
Trout and Salmon Fishing on river Tamar, free to 
Hotel guests 


CENTRAL WAILES.—ABERNANT LAKE HOTEL, 
LLANWRTYD WEILS, For rest. recreatwn, per- 
cuisine Lovely 


sonal attention and excelicnt 
country setting. Privately owned gulf course, fich- 
ing, tennis, shooting, rid'ng. Pony trekking. Inter- 


esting brochure on application. 


NORTH DEVON. COUNTRY HOUSE HOTFL 
offers good food. farm prucuce All amenities. 


to the Examination may be obtained from the posts, and two names for reference. should be sent 

Registrar, the Society of Apothecarics, Black to the Secretary to the Board by not later than Recommended Brochure.—-BROOMHILL, 

Friars’ Lane, E.C.4 April 30, 1957. (5421) ford, near Barnstaple. 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS ) 


Savile Row Clothes,  Cuncelied export orders 
direct from eminent tailors. Lesley & Roberts. 
Huntsman, Kilgour, etc. Lounge and dress sults, 


overcoats, ete,, from 10 gns.—Regent Dress Co. 
economize in paper, bookkeeping entries, avoid delay, please send payment with advertisement 
Advertisement Director, Circus, W.i. GER 7180 (next to Caté Monico). 
“ British Medical Journal,” Est. 1922. 
B.M.A. House, Tavistock Square, London, W.C.1. 
Members should include the word ““ MEMBER " underneath their signature. 
Every effort will be made to include ‘* Hospital "’ and ‘‘ Small ** advertic ements in the forth- HOMES 
coming issue provided they reach this office by not later than first post on the FRIDAY of the 
week preceding date of issue, HEIGHAM HALL, NORWICH 
Cancellation of advertisements cannot be accepted if received after 4 p.m, on the Monday prior Private Mental Hospital. Individual treatment 
to date of issue (issues affected by public holidays excepted). + aay Geriatric Unit. Accommodation Alcoholics 
DO PLEASE WRITE ADVERTISEMENTS AND rom 7gns. Apply Dr. J. A. Small. Norwich 20080 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS HITCHAM PLACE, BURNHAM, BUCKS 
7 (Late Fenstanton, Christchurch Read, §.W.) 
PUBLIC HEALTH Minimum charge £1 16s. for 4 lines (dieplay rules with Mental and Nervous Disneders, Psychotherapy. 
erations counting as lines). 9s, a line hereafter. Physiotherapy, ctc. A large Country Mansion with 
20 actes in Green Belt. Apply Dr. Madelite R. 
RESEARCH Box number address forms part of the advertise- ene. Resident Physiciaa Superintendent 
ment and counts as 6 words (I line). Ao additional 
ATIONAL A 
: Is. is to cover box fee aad and MIDDLETON HALL 
AMD MIDDLETON-ST..GEORGE, CO. DURHAM 
STUDENTSHIPS Tel. : Dimsdale 7 
NURSING HOMES Private Mental Hospital. Cases include addic- 
PRACTICES (Exec. Councils) J : tion and senility. All modern treatments, including 
— Psychotherapy. Moderate fee. Apply to Resident 
PRACTICES 7 Physician. 
PARTNERSHIPS MEMBERS—PER INSERTION 
focuMs 12 words 19s. charge) | 19 words its (zai, charge) 
(misionm 18s. (mi, imum - Psychiatric Nu:sing Home, 235-7, Ballards Lane 
N.3._ Tel : FINchiey 5283, Resident Med, Director. 
(for use of members only) " "" Additional words: 6s. for each 6, of less Dr. R. M. Rigesll. Mem. Brit, Psycho-Ansiytical 
DISPENSERS Society. Deep insulin coma unit, psychotherapy, etc 
DIETITIANS NON-MEMBERS—PER INSERTION 
wont" share) | 18 care) | Coombe Down 37 
JSEKE 23s. 6d. (min. 
RECEPTIONISTS . Fis. Medical, Chronic and borderline cases received. 
SEC.-TYPISTS ., 6d. Trained n_rses, day and night. Moderate fres 
OTOR CARS Additional ‘ds: 7s, 6d. for each 6, or less 
MISCELLANEOUS “ STANBOROUGHS,” WATFORD 
Registered Nursing Home. Medical, Surgical 
PERSONAL (theatre), Maternity; Convalescence; Geriatric ; 
NOTICES Physiotherapy ; X-ray. Fifty-three private rooms, 
MEETINGS PER INSERTION telephones ; extensive private pack. London 18 
COMMERCIAL APPTS. With Box No. With name and address miles. "Phone : Garston 2259. 
HOTEL » 12 words 37s. (minimum charge) 18 words 36s. (minimum charge) 
CRU SES AND TOURS 48s. 
MOTOR CARS (TRADE) ., Gs. 
— ] Additiona! words: 12s. for each 6, or less 
ACCOMMODATION ; = MEDICAL PRACTICES 
(Convalescence, Holi: ete.) PER INSERTION D 
HOUSES. welts Sn charge) 18 ( charge) VISOR} BUREAU 
3. (minimum we 's. (minimum 
NURSING HOMES FOR SALE 18 ,, 37s. 36. APPOINTMENTS INFORMATION SFRVICE 
SECRETARIAL AGENCIES “4, %. 3 ,, 45s. Doctors seeking information about openings i 
TYPING AND Additional words: 9s. for each 6, or less the various ficids of medical practice, or introduc- 
DUPLICATING ] tions as locums, assistants or partners, are invited 
te address enquiries to the Medical Director, 
DISPENSERS PER INSERTION . Medical Practices Advisory Bureau, at 
NURSES With Box No. With name and address B.M.A. Howse, Tavistock Square, I ondon, 
HOUSEKEEPERS seeking 12 words 13s. (minimum charge) 18 words 12s. (minimum charge) "s C.1, Telephone number: Euston S¢.\1 /2. 
RECEPTIONISTS posts Cross Street, Manchester. Telephone 
Additional words: 4s. for each 6, or less :, 
7, Dremsheugh Gardens, Edinburgh, 3. Tete- ; 
MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. om on. Ch, 
The minimum cost is 3s. per week, covers headings phone 
t t 
Is. each. Piease state type of vacancy and remit to (he Advertisement Director Sees of 
the Association are as follows : it a 
By principals. For introduction of partner or ny, 
Every effort 1s made to ensure the accuracy ©) oS —— appearing in the Journal. No recommendation successor, £3 38. For introduction of locum i 
ts implied by acceptance, and the British Medical Association reserves the right to refuse or interrupt the insertion tenentes or assistants, whole- or part-time, £1 Is. #5 
coy ae Note.-The balance of £2 2s. is payable if an 
assistant introduced by the Bureau succeeds to 
REPLIES TO BOX NUMBERS. The names end addresses of advertisers wader bos sumbers are hela | Practice or 
a 
more replies can encl in one envelope, ressed to vertisement Director 4 
forwarded to the advertisers in plain envelopes. 
£2 2s. is payable if an 
isemen| ‘ouse, assistant troduced Bureau succeeds to 
phones Basten London, the practice or is admitted to parinership. 
The services of the Medical Practices Advisory ss 
: Bureau are free to members of the Association. 
Hotels—contd. MISCELLANEOUS 
DEVON RIVIERA—BURGH ISLAND HOLIDAY Nameplates acatly engraved 
in the former four-star Maile, 367, Euston Road AGENTS 
the most luxurious inexpensive holiday of ail. 
N.W.1. EUSton 2938. 
Right on the sca edge with private balconies and 
bathrooms, ballroom, lounges, sun terraces, excel- | . Bromze Nameplates, send size and lettering for PERCIVAL TURNER, LTD. 
lent bathing beaches, tennis, billiards, etc. || free proof.-Abbey Craftsmen, 78, Osnaburgh MEDICAL AGENCY (Est, 75 years) 
Cafeteria. Fully licensed Smuggiers’ Inn, all on | Strect, N.W.1, EUSton $722. 25. Maiden Lane, Strand, W.C.2. Telephone: 
romantic private 30-acre island. Garages. ng Broaze Nameplates with cream eaamel lettering. TEMoplc Bar 9011. Night : Walton-on-Thames 1785. i 
very =. — Send size and lettering for estimate.—Osborne, 
ustrated brochure from nager, Burg a 117, Gower Street, London, W.C.1. 
Bigbury Bay. South Devon Cameras, 1957 models, 35 22 by 21, and ARTHUR SHAW 
RELAXATION AT YHE 6 can. by Ste MEDICAL AGENT 
TEL, LYNMOUTH, DEVON. Superb locat reduced rates to bona i¢ members o' ica 
All-Swiss staff. profession only. —Wortd Cameras, Lid. Viesoris Premier 
cuisine, 25% reduction May/Juse. Brochare. House thampton Row, elephone ws 
Lynton 3236. 7183. Telegrams: “ Organic,” Liverpool, 1. 
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Even for your 
problem patient 


For patients who are sensitive to aspirin, for 
asthmatics and for those with a history of 
allergy, Panadol is a valuable alternative to 
routine mild analgesics. 

Panadol does not exacerbate the symptoms 
of peptic ulcer (where aspirin may even cause 
bleeding) and, unlike preparations which con- 
tain codeine, it does not cause constipation. 


ANADO 


hy 


Trade Mar® 
of Contains no aspirin in any form 
Tablets, 0.5g., N-acetyl-p-aminophenol, in 
aR cartons of 20, bottles, of 100, 500 and 2,500, 

PRODUCTS LIMITED 

Neville House, Kingston-on-Thames, Surrey 

a Associated exporting company: WINTHROP PRODUCTS LTD, 
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